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STATE STERILIZATION PROGRAMS FOR THE PROPHYLACTIC 
CONTROL OF MENTAL DISEASE AND 
MENTAL DEFICIENCY 


CLARENCE J. GAMBLE, M.D., Mitton, Mass. 


It has long been recognized that there is 
a large hereditary element in the develop- 
ment of mental disease and mental deficiency. 
In consequence, foresighted physicians in 
charge of institutions for the care of those 
with mental defect have often continued 
segregation beyond the term required for 
their preparation for extra-mural life. While 
this means of prevention fully justifies itself 
in decreasing the number of births of addi- 
tional wards of the community, it proves 
expensive ; and as the state institutions be- 
come overcrowded with those dangerous 
to the community or unable to care for them- 
selves, it tends to be abandoned. 

Toward the end of the last century it was 
found that tubectomy of the spermatic or 
ovarian tubes would prevent parenthood 
without other detectible change in physiology 
or sex characteristics. State laws were later 
passed to make this form of preventive medi- 
cine available in state institutions. The first 
of these, put on the statute books in Indi- 
ana in 1907, was later declared unconstitu- 
tional because of its punitive features, but 
it was replaced in 1929. California’s law, 
passed in 1909, has since been amplified 
and that state has applied it to the greatest 
number of cases. Other states have passed 
laws until in 1943, as will be seen below, 
24 states were making use of these prophy- 
lactic methods." 

As in the case of all legal measures for 
the control of transmissible diseases, the laws 
on the statute books are of far less effect 
than public education and public opinion. 
Our national prohibition experiment amply 
showed that only the laws that the public 
really supports are effectively enforced. The 


1 An excellent summary of the law in each state 
is contained in “Mental Hygiene Laws in Brief” of 
the National Committee for Mental Hygiene. The 
provisions of the laws are also reviewed and 
compared in “Eugenic Sterilization in the United 
States,” by James E. Hughes, Supplement No. 162 
to the Public Health Reports obtainable from the 
United States Government Printing Office. 
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average citizen has not thus far learned that 
tubectomy differs from castration, the form 
of sterilization of farm and domestic ani- 
mals of which he has heard. He has be- 
lieved the supposed loss of sexual power 
to be a penalty imposed upon the institu- 
tional inmate by this method and has there- 
fore not actively supported this form of pre- 
ventive and protective medicine. Realizing 
this misunderstanding on the part of the 
public, the Human Betterment Foundation 
of California began in 1928 an educational 
campaign which has done much to expand 
the program of preventive sterilization in 
that state and initiate it in others. Peri- 
odically, and Jater annually, that organiza- 
tion collected statistics on the use of the 
sterilization law in each state. Recently such 
collection and publication have been con- 
tinued by Birthright, the national organiza- 
tion. for education in this field. 

These statistics as collected from the 
hospitals for the insane and the schools for 
the feeble minded make it possible to com- 
pare the use of this prophylactic measure 
in the various states. The most recent re- 
port, that of Birthright, covering the period 
up to January I, 1944,” shows that Cali- 
fornia still leads with 16,332 sterilizations,* 
which comprise nearly 40 percent of the 
41,928 reported for the United States. 

To compare the effectiveness of the pro- 
gram in the various states more than mere 
numbers of operations is needed. The most 
accurate comparison should be based on the 
proportions of non-institutionalized cases of 
mental defect in each state who are fertile 
and whose reproduction has been prevented 
by sterilization. Unfortunately, no such cen- 
sus is available. There is an approach to it 
in South Dakota, for this state maintains a 
census of all the known feeble minded within 


2 Available without charge from Birthright, Inc., 
Box 441, Princeton, N. J. 

8 The published series includes 680 additional 
voluntary sterilizations in San Quentin prison. 
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its borders and prohibits their marriage un- 
less they have been sterilized. An indication 
of the completeness of the program in that 
state is given by the report of the State 
Commission for the Control of the Feeble 
Minded for 1944. Of the 262 mentally 
deficient persons who were married, 54 were 
infertile or required continuous institutional 
care. Of the remainder, 184, or 88 percent, 
had been sterilized. 

A census of the inmates of institutions 
in each state is readily available. This, how- 
ever, cannot be used as an index of those 
without the walls, since the ratio of the two 
groups varies greatly from state to state. 
There are similar variations in the rates of 
discharge from the institutions, and these 
figures are further complicated by the fact 
that it is usually impossible to ascertain how 
many patients are discharged for the first 
time. 

Comparisons of the sterilization programs 
on the basis of total populations are logical, 
though they, too, have their defects. The 
proportion of the population having mental 
defects and the degree of defectiveness which 
is recognized as a social problem undoubt- 
edly vary from state to state. Further- 
more, after a sterilization program has been 
continued for a number of years, some of 
the operations are no longer to be counted 
as protective because of menopause or death. 
This results in an error in comparisons of 
the degree of protection in states having 
sterilization programs of unequal duration. 

In spite of these unsatisfactory elements, 
however, the ratio of the total number of 
sterilizations to the population appears to 
be the best basis available for the compari- 
son of state programs. It is probable that 
the sum of the errors referred to is well 
under 20 percent. 

The total reported operations under the 
sterilization laws per 100,000 population 
have therefore been calculated and are given 
in Table I. In recent years there have been 
extensive migrations between the states con- 
sisting of industrial workers and members 
of the armed forces, all of which migrants 
are included in the census bureau’s annual 
estimates of population. Since these may be 
presumed to carry with them an unusually 
low proportion of individuals with mental 
defect it has seemed preferable to assume a 
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more normal population growth. The popu- 
lation for each state for years subsequent 
to 1940 has, therefore, been calculated by 
logarithmic extrapolation from the 1930 and 
1940 censuses. Earlier values are taken from 
estimates in the Statistical Abstract of the 
United States. 

It will be seen that Delaware has used 
the law most extensively, with 238 opera- 
tions per 100,000 persons, with California 
a close second, and Virginia, Kansas and 
Oregon following. 

The progress of the program in some of 
the states is indicated by Fig. 1. In general 
the curves show that a sterilization program, 
once established, has been continued at a 
rate which varies only moderately from year 
to year. 

To indicate the current activity of the se- 
lective sterilization program the ratio of the 
annual number of operations to the popu- 
lation has been calculated for 1943, the last 
year with data available. To smooth out 
the year-to-year variations, the same value 
has also been calculated for the five year 
period 1939 to 1943 inclusive, using the 
population of 1941 the median year. The 
results are given in Table I and indicated by 
the slopes in Fig. 1. It will be seen that the 
majority of the states have shown a decrease 
in the 1943 rate when compared with that 
of the five year period. This is, in most 
cases, due to the acute shortage of physicians. 
One institution, for example, reported a 
large number of sterilizations planned, for 
which no physician could be secured within 
or without its walls. Utah is the notable 
exception with a large increase in the opera- 
tion-rate in 1943. 

When the patient himself is considered, 
the absence of any untoward effect of tubec- 
tomy upon the sex life of the individual 
seems obvious when it is remembered that 
nothing is removed from the body. This 
presumption was confirmed by Popenoe(4). 
Of 108 former psychopathic patients who 
reported on their sexual life after salping- 
ectomy, 78 stated that they had observed 
no change, 8 noted less satisfaction than be- 
fore and 22 felt greater satisfaction. He 
found the frequency of coitus of 65 vas- 
ectomized males to be the same as that re- 
ported by others for men upon whom no 
operation had been performed(5). 
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le popu- While it is realized that sterilization can- were defective and 23 percent retarded. In 
sequent} not be a complete cure for the problem of the group over 13 there were 1848 of whom 
ated by} mental defect, as some enthusiasts have 32 percent were defective and 13 percent 
930 and} painted it, its value is becoming more and _ retarded. Similar evidence was found by 
en from} more firmly established. The best evidence Southwick(6). Among children of mentally 
t of the} regarding the inheritance of mental defi- defective persons he found that 46 percent 

ciency indicates that it is recessive in type had been patients in an institution for the 
as used 
3 opera- TABLE I 
alifornia 
sas and STERILIZATIONS REporTED BY STATE INSTITUTIONS AS CARRIED OuT UNDER THE EUGENIC STERILIZATION 
7 LAws oF THE VARIOUS STATES 
some of Compiled from Reports of the Human Betterment Foundation and of Birthright, Inc. 
general Total. 
rogram, Sterilizations per year 
ed at a Per 160,000 Por res,o0e Per 100,000 
om vear population population population 
the se- 169 das 8.4 North Dakota .......... 6.8 
€ popu- 145 North Dakota ........... 7.1 6.1 * 
oth out South Dakota ............ 103 6.3 5.0 
1e value New Hampshire ......... 08 6.1 New Hampshire ....... 4.8* 
ing the 67 North Carolina .......... 4.3 North Carolina ........ 3.9 
ated by 
in most 38 Wisconsin .............+. 26 Michigan .............. 1.4 
orted a Connecticut 28 18 South Carolina ........ 0.9 * 
1 within Mississippi 2 1.6 South Dakota ........-- 0.5 

P 9 South Carolina 0.7 West Virginia ......... 0.1 
if tubee- 4 
red that West Virginia ........... 2 
y. This * 1943 rate greater than 1939-1943. 
noe(4). / Population extrapolated from 1930 and 1940 censuses. 
salping- | and probably dependent upon more than one feeble minded, 37 per cent were definitely 
‘bserved | gene. Children of the mentally deficient may retarded in their school attainments and 
than be- appear normal, but the proportion showing only 17 percent had attained a grade normal 
on. He mental defect is high. Thus the British for their age. For the children whose in- 
65 vas- | Departmental Committee on Sterilization(3) _ telligence quotient had been tested, the 
that re- in testing the offspring of mentally defective modal value was 65, somewhat above that 
hom no persons, reported on 1802 who were between of 55 found for the defective parents, but 


the ages of 7 and 13. Of these 17 percent well below the normal. Supporting, though 


| 
} 


indirect evidence of the inheritance of men- 
tal defect was found by Dayton(2). Among 
the siblings of mentally defective or retarded 
school children in 20,473 families in Massa- 
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chusetts 7.5 percent showed mental defi- 
ciency and a further 12.5 percent were re- 
tarded. Had they been chosen on the basis 
of parental defect the proportion would 
undoubtedly have been greater. 
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Studies of the families of the insane have 
shown an incidence of insanity among the 
offspring which is lower than that in the 
quoted studies of the mentally deficient. In- 
sanity occurs in too low a proportion of the 
descendents to be caused by a single Men- 
delian gene(1). The probability of insanity 
among the children, however, is distinctly 
above that for the normal population. 

While it cannot, therefore, be said that 
every child whose birth is prevented by pro- 
tective sterilization of the defective would 
have inherited a mental defect, it is certain 
that they would have been born into un- 
satisfactory surroundings. Morally, econom- 
ically and socially, mental defectives at best 
are poor parents. They lack inherently the 
ability properly to rear and educate their 
progeny. No court charged with the super- 
vision of the adoption of children would 
allow a child to be adopted by persons known 
to be mentally defective. There is logic, 
therefore, in preventing their birth under 
such parental care. An indication of the 
amount of destruction of the normal family 
ties in the families of the defectives is given 
by Southwick’s series(6). Of the 488 chil- 
dren of defectives only I5 percent were 
reared by their families, even when all care 
by relatives was included. 


SUMMARY 


1. Selective sterilization as a prophylac- 
tic measure for the prevention of mental de- 
fect has been employed in varying degree in 
various states. 

2. Though the ratio of total sterilization 
to the estimated population is not a wholly 
satisfactory basis for comparison of the 
completeness of this program, it is the best 
available. 

3. Delaware has made the most extensive 
use of selective sterilization with 238 tu- 
bectomies per 100,000 inhabitants, followed 
by California, Virginia, Kansas and Oregon. 

4. In the years 1939 to 1943 inclusive, 
Virginia has been the most active, with 10.4 
sterilizations per 100,000 per year, followed 
by California, Kansas, Delaware and North 
Dakota. 

5. In 1943 the most active program was 
in Utah, with 12.1 tubectomies per 100,000 
of population, with Virginia, North Da- 
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kota, Delaware, Nebraska and California upon characteristics of the mentally deficient. Am. 


following. 

6. An important bar to a more extensive 
use of this form of prophylaxis is the public’s 
lack of understanding of the differences be- 
tween castration and sterilization. 


REFERENCES 
1. Committee of the American Neurological Asso- 
ciation, Report of. Eugenical Sterilization. Mac- 


millan Company, 1936. 
2. Dayton, Neil A. Influence of the size of family 


J. Psychiat., 14: 7909, January 1935. 

3. Departmental Committee on Sterilization, Re- 
port of. His Majesty’s Stationery Office, London, 
1934. 

4. Popenoe, Paul. Effect of salpingectomy on the 
sexual life. Eugenics, 1: No. 2, November, 1928. 

5. Popenoe, Paul. Effect of vasectomy on the 
sexual life. J. Abnorm. and Soc. Psychol., 24: 251, 
October-December 1929. 

6. Southwick, Walter E. Sterilization policy, eco- 
nomic expediency and fundamental inheritance, with 
especial reference to the inheritance of the intelli- 
gence quotient. J. Ment. Sci. 85:707, July 1939. 


‘ 

| 
\ 

j 

i 


ELECTROENCEPHALOGRAPHIC STUDY OF CRIMINALS * 
FREDERIC A. GIBBS, M.D., B. K. BAGCHI, Pu. D. 


AND 


WILFRED BLOOMBERG, M.D.., 
Chicago, lil. 


The report by various workers of a 
correlation between electroencephalographic 
abnormality and behavior disorders( 1-9), 
raised the possibility that abnormal cortical 
function might be related to criminality. In 
order to investigate this question, an initial 
study was undertaken in which electroence- 
phalograms were obtained on 339 criminals. 
Comparison of these EEGs with similar 
records obtained from control subjects led 
to a preliminary report in which emphasis 
was placed on the greater incidence of ab- 
normal EEGs in the criminals(10). How- 
ever, subsequent study has led to the realiza- 
tion that in judging the normality or ab- 
normality of adult EEGs adjustments must 
be made for age. Our standards for the 
normal population at the time of our first 
report were based almost entirely on young 
adults, whereas the prison population, as first 
obtained, was heavily weighted with middle- 
aged persons. Unpublished data indicates 
that in the range 21 to 25 years, electroence- 
phalographic changes with age are so slight 
that for practical purposes they can be dis- 
regarded. EEGs were therefore collected 
on additional prisoners to bring the total 
number of cases jn the 21 to 25 year range 
to 132. When the EEGs of the prisoners 
and the controls in this limited age group 
were compared, no significant differences 
were found. 

Since completion of the present study a re- 
port on the same general subject has been pub- 
lished by Silverman(16). Points of agree- 
ment and disagreement will be considered in 
the discussion. 


MATERIAL AND METHOD 


Four hundred and fifty-two prisoners were 
studied at the Charlestown State Prison, the 


1 From Department of Neurology, Harvard Uni- 
versity; Department of Psychiatry, University of 
Illinois College of Medicine. 
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Norfolk State Prison Colony and the Massa- 
chusetts Reformatory.? The crimes for which 
these men were sentenced are shown in Table 
I. The control group consisted of candi- 
dates for military service, hospital employees 
and their friends. The total number of 
control subjects was 1,432. The age dis- 
tribution of the prisoners and the control 
group is shown in Table IIT. 

EEGs were obtained with a Grass three- 
channel instrument, using “monopolar” elec- 
trodes on the frontal, parietal and occipital 


TABLE I 


TYPE OF CRIME 


No. cases 
Robbery and larceny............ 148 
Assault and Battery 33 
Various repeated offenses....... 77 


regions and a “reference” electrode on the 
ears. The records so obtained were classi- 
fied according to a method that has been 
previously described; it is based on the 
presence or absence of abnormal wave-forms, 

2 For permission to carry out this study we wish 
to thank Commissioner of Correction Arthur T. 
Lyman. The success of the undertaking was made 
possible through the cooperation of the staffs of 
the participating institutions. We wish particularly 
to thank Mr. Maurice N. Winslow, Superintendent 
of the Norfolk State Prison Colony, Mr. Martin 
Davis, Assistant Deputy, and Mr. Nelson Cochrane, 
Head Social Worker of that institution; Mr. Fran- 
cis W. Lanagan, Warden of the Charlestown State 
Prison, Mr. A. Perry Holt, Jr., Psychiatric Social 
Worker at the prison, and Dr. William J. Dwyer, 
the Prison Physician, Major Michael J. Dee, War- 
den of the Massachusetts Reformatory, and Mr. 
Parker M. Colby, Head Social Worker at the 
Reformatory. We wish also to acknowledge our 
indebtedness to Mr. William H. Dahoney, Senior 
Correction Officer at the Massachusetts Reforma- 
tory for his active help. 
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on the frequency of the dominant rhythm and and controls in the 21 to 25 year age group 
on the amplitude and the amount of time are compared on the basis of a coarse elec- 
that a particular pattern is present. A key  troencephalographic classification in which 
to the classification is shown in Fig. 1. slightly slow and very slow EEGs are lumped 


E.E.G. CLASSIFICATION (GIBBS) 
PETIT MAL 
VARIANT AN ANN 


so uv | 


SEC. 
Fic. 1.—Types of pattern encountered in adult EEGs. The order in which they are arranged is slow 
at the top, fast at the bottom. The top three and bottom two patterns are classed as paroxysmal, i.c., 
manifesting seizure-discharges. The names applied to each pattern are shown at the left. Time and voltage 
calibrations are given in the lower right corner. 


RESULTS together as slow; fast and very fast are 

The distribution, in terms of the electro- !umped together as fast; paroxysmal EEGs 

encephalographic classification, of prisoners are not shown and all others are classified 
and controls in the 21 to 25 year age group as normal. 

is shown in Table II. In Fig. 2 the prisoners By combining the moderately fast and 
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slow categories under the heading slightly ab- Table III, where age is shown as a variable 
normal and the very slow and fast categories is there a significant difference between pris- | 
under the heading very abnormal, a coarse oners and the extramural population. Those 
classification is obtained which is useful for  euilty of certain types of crime tended to = 
summarizing the present results on all ages concentrate in certain age ranges; for ex- : 
(Table III). As will be seen from this ample, in the present series thieves tended | taiée 
table, both prisoners and controls show a {to he young, whereas sex offenders and a 
consistent decrease in the incidence of slow murderers (because they were sentenced for “ 
EEGs with increasing age up to the sixtieth jife) were for the most part old. However, lat 
year. A broad older age-group has been used When age was controlled, no significant re- a 
it seemed to lationship could be found between the type 
above 40 years of age even though their o¢ offense and the EEG. an 
number is small. 
In both the prisoners and controls, normal y 7 
~ ) 
EEGs were commoner in the young than in ° “ 
the older groups. As has been‘stated, it !OOT ; 
was this circumstance, i.e., the higher inci- . 2 
dence of “abnormal” EEGs in the older z 
age-groups together with the greater average sa 
al 
age of the prisoners originally studied, that 80} ‘ 
led to our first conclusion that the prisoners - 
showed significantly more abnormality than = 
the controls. Neither in Table II, nor in 
Fig. 2, where age is held constant, nor in 60 NORMAL ” 
0! 
TABLE II 
a 
ELECTROENCEPHALOGRAPHIC CLASSIFICATION OF 
CRIMINALS AND CONTROL SUBJECTS 2I TO 
25 YEARS OF AGE 40- sf 
Criminals Controls 
No. Percent No. Percent 
a ee 14 II 98 9.0 20r FAST e 
2 I II 1.0 7 | 
i. 7 68 6.0 
20 15 146 14.0 
21 16 110 10.0 132 1168 
II 8 95 9.0 
5 4 5.0 CRIMINALS CONTROLS | 
4 3 33 3.0 AGE 21-25 
0 4 0.5 Fic. 2—Incidence of slow, fast, and normal EEGs 
ee ne in criminals and control subjects 21 to 25 years \ 
132 100 1,072 100.0 of age. 
TABLE III P 
AcE Groups 
21 to 30 years 31 to 40 years 41 to 60 years i \ 
Criminals Controls Criminals Controls Criminals Controls 
211 1250 123 100 118 82 
Percent with normal EEG.......... 79 82 78 81 72 82 
Percent with slow EEG............. 12 9 6 5 6 4 | 
Percent with fast EEG..... SEE ere 9 8 15 13 21 13 
Percent with paroxysmal EEG..,.... 0 I I I I I | 
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DISCUSSION 


While the present study was in progress, 
several(11-18) reports appeared tending to 
correct the erroneous impression that elec- 
troencephalographic abnormality correlates 
highly with anti-social behavior of all types. 
Jenkins and Pacella(12) concluded from 
their study that there is not a high corre- 
lation between delinquency and electroen- 
cephalographic abnormality, but only be- 
tween electroencephalographic abnormality 
and epilepsy or organic brain disease, both 
of which conditions may result in a tendency 
toward anti-social behavior. Hill(13) re- 
ported that a significantly increased inci- 
dence of electroencephalographic abnormality 
is not found in all psychopaths but only in 
that sub-group which manifests aggressive 
and more-or-less epileptic behavior. More 
recently, Michaels(18), using the data on 
problem children collected by Secunda and 
Finley(9), has concluded that no positive 
association exists between electroencephalo- 
graphic abnormality and stealing or sex 
offenses. He states, however, that there is 
a slight positive association between elec- 
troencephalographic abnormality and_fire- 
setting, and a fairly high association with 
enuresis. 

From his analysis of 411 criminals, Sil- 
verman(16) concluded that “normal’’ pris- 
oners do not show an amount of electro- 
encephalographic abnormality significantly 
greater than normal control subjects. With 
this conclusion the present findings are en- 
tirely in accord. However, Silverman based 
his conclusion on a group of only 60 “nor- 
mal” criminals (the rest were excluded as 
psychopaths) and on 62 normal control 
subjects. The present conclusions are based 
on a series of 452 criminals all of whom 
were “sane” in the legal sense of the term, 
and on a series of 1,432 control -subjects. 
Since psychopaths were not specifically ex- 
cluded, the prisoners considered here cer- 
tainly include a large group of those who 
would be clinically diagnosed as psychopaths. 
If Silverman’s report of a high incidence of 
abnormal EEGs among criminal psychopaths 
is accepted, a significantly higher incidence of 
electroencephalograhpic abnormality would 
be expected in the present group of crimi- 


nals; yet this expectation is not fulfilled. 
The slightly higher incidence of abnormality 
in prisoners, appearing in Table III, is at- 
tributable to the fact that above 25 years of 
age the controls were carefully selected for 
“normality”, i.e., persons with a history of 
head injury, fainting spells, or any symptoms 
suggestive of brain disease were not accepted. 
The 21 to 25 year age group shown in 
Figure 2 on the other hand is a random 
sample of candidates for military service, 
and represents a more or less typical cross 
section of the population at that age level. 

Epileptics occasionally commit crimes dur- 
ing psychomotor seizures, and organic brain 
disease may produce anti-social behavior. 
However, the fact that no significant eleva- 
tion of electroencephalographic abnormality 
was found in the present series of “sane” 
criminals, suggests that neither epilepsy nor 
organic brain disease contribute significantly 
toward the production of the “sane” criminal. 
In a prison population that includes the 
“criminal insane” and more especially per- 
sons with epilepsy and organic brain disease, 
a group might be found in whom anti-social 
behavior and electroencephalographic ab- 
normality seemed to correlate, but this cor- 
relation would be illusory; the true correla- 
tion is with the epileptic organic factors and 
not with criminality or psychopathy. 


SUMMARY AND CONCLUSION 


Electroencephalographic study of 452 
criminals and 1,432 control subjects reveals 
that when age factors and sampling errors 
are controlled there are no significant differ- 
ences between the two groups. Since the 
EEG is a fairly reliable indicator of epilepsy 
and organic brain disease, it seems rea- 
sonable to conclude that subclinical forms of 
these disorders are not contributing factors 
in a significant faction of the “sane” criminal 
population. 

No significant correlation could be found 
between the EEG and the type of criminal 
behavior. 
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THE CORRELATION OF PRE-ELECTROSHOCK ELECTRO- 
ENCEPHALOGRAM AND THERAPEUTIC RESULT 
IN SCHIZOPHRENIA * 
WILLIAM J. TURNER, Major, M.C., A.U.S., LOUJS LOWINGER, B.S. S. 
AND 


JAMES H. HUDDLESON, Lr. Cot., M.C., A.U.S. 


A review of the literature fails to disclose 
any study * on the possible prognostic value 
of the electroencephalogram in the shock 
treatment of schizophrenia. During the past 
two years we have been able to obtain at 
least one satisfactory EEG prior to electric 
shock on 187 schizophrenics, of whom 95 
percent were young World War II veterans. 
Only 13 abnormal records were found in 
these patients, and of these 6 had previously 
been subjected to insulin therapy, one had 
a history of meningitis in infancy, and one 
had recently undergone a course of electro- 
shock elsewhere. For the most part the 
records were mildly abnormal, falling in 
Davis’(1) group 4. One patient with cata- 
tonic features had paroxysmal bilaterally 
symmetrical frontal 4-6 cycle flat-topped 
waves which were shown not to be due to 
muscle artifact. On the whole, then, the 
incidence and type of abnormality seen in 
our patients is consistent with the experi- 
ences of others(2, 3). 

The shock therapy program at this Facility 
has been fairly well standardized, and for 
the most part consists of one course of 20 
grand mal reactions. Occasionally a patient 
who has shown improvement and begins to 
recede with further shock does not com- 
plete the full course. Rarely do intercurrent 
illnesses prevent completion of treatment. 


1 From the Neuropsychiatric Research Unit, Vet- 
erans Facility, Northport, L. I, N. Y. 

Published with permission of the Medical Di- 
rector, Veterans Administration, who assumes no 
responsibility for the opinions expressed or conclu- 
sions drawn by the authors. 

2 Except the noteworthy finding by Proctor and 
Goodwin, of a tendency for 3+ delta activity to 
develop in subjects whose pre-shock EEG exhibited 
slow alpha or occasional 6-cycle activity. None with 
3+ delta development improved. (“Comparative 
Electroencephalographic Observations Following 
Electroshock Therapy Using Raw 60 Cycle Alter- 
nating and Unidirectional Fluctuating Current,” 
Am. J. Psychiat., 99: 525-530, Jan. 1943.) 


Of the 187 patients on whom we had pre- 
treatment EEGs, the length of time from 
the end of treatment to the rating of results 
averaged 34 months, with a minimum of 
one month. 

No patient has been observed long enough 
after treatment to warrant use of the term 
“recovered.” We have substituted . “quies- 
cent” to connote the best results obtained, 
namely, apparently complete remission of 
psychosis existing for a year or less, during 
which time the patient has made an adjust- 
ment in his home environment. All patients 
in our “much improved” group have also 
been released from the hospital, either‘ on 
convalescent status or by discharge, although 
they still showed some evidence of psy- 
chosis. “Improved” and “unimproved” carry 
the usual connotations(4). 

The results of electric shock therapy in 
relation to the character of the pre-shock 
EEG is summarized in Table 1. It is to be 
seen that none of those who showed an 
abnormal EEG attained a status better than 
“improved.” Of those who had a normal 
EEG, regardless of the type, one-fourth were 
able to leave the hospital as much improved 
or quiescent. The best results were obtained 
in those having the highest percent time 
alpha. 

It is of interest that 50 percent of the 
abnormal EEGs were in patients with a 
history of prior insulin therapy. Among the 
174 remaining patients only 13 (7.5%) had 
received insulin. Of these 13, ten are unim- 
proved, three are on convalescent status, 
much improved. 

Our post-shock records number over 150, 
and in general they reveal abnormal patterns 
during and immediately following termina- 
tion of the shock therapy course, with an 
initial rapid return of the majority of records 
toward their previous condition. 
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Three patients not given electric shock de- 
One of these had excessive 
slowing during and persistence of 4-6 cycle 


serve comment. 


activity following hyperventilation. 
days later he had a spontaneous grand mal 
seizure. We were then able to elicit a his- 
tory of repeated nocturnal seizures in child- 


hood. The two others showed paroxysmal 


TABLE 1 

Quiesce t 

Type of No. of and mucl 
pre-shock EEG cases improved Improved Unimproved 
13 ( 7.0%) 3 (23.1%) 10 476.9%) 
31 ( 16.6%) 8 (25.8%) 4 (12.90%) 19 (61.3%) 
Less than 50% alpha and mixed fast.... 45 ( 24.0%) 12 (26.7%) 6 (13.3%) 27 (60.0%) 
98 ( 52.4%) 26 (26.5%) 20 (20.4%) 52 (53.1%) 


diffuse 7 cycle dysrhythmia. They were ap- 
proved for electric shock, but prior to the 
first treatment each developed spontaneous 
grand mal attacks. No history of previous 
seizures was obtainable on these two sub- 
jects. All three of these patients showed a 
classical picture of catatonia. These, of 
course, are not included in Table 1. 


SUMMARY 


A table is presented showing the relation- 
ship of EEG before treatment to outcome 


PRE-ELECTROSHOCK EEG 


Two 


AND THERAPEUTIC RESULT Nov, 
of electric shock therapy, in 187  schizo- 
phrenics, of whom 95 percent were young 
men. QOne-fourth of with a normal 
pattern left the hospital much improved or 
“quiescent.” 


those 


None of these with abnormal 
records was able to leave the hospital. Of 
Ig patients who had previously had insulin 
therapy 3 left the hospital much improved. 
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AN ELECTROENCEPHALOGRAPHIC STUDY OF CASES WITH 
SYNCOPE AND RELATED DISORDERS * 


SIDNEY LEVIN, M. D., JEROME KATZ, M. D., ann MILTON GREENBLATT, M. D. 


Boston, Mass. 


The clinician is frequently consulted by 
patients complaining primarily of attacks of 
“fainting spells,” or “dizzy spells.” The 
occurrence of these attacks raises the ques- 
tion whether the patient is suffering from 
some form of epilepsy; hence, electroen- 
cephalographic study is often desired. The 
electroencephalographic changes occurring 
during various types of syncopal attacks 
have already been reported(1, 2, 3, 4, 5) 
but we have been unable to find an analysis 
of the electroencephalographic findings dur- 
ing the intervals between such attacks. Since 
the clinician rarely has the opportunity to 
obtain electroencephalographic data during 
attacks and for diagnostic purposes has to 
rely essentially on tracings taken between 
attacks, a study of these interval EEGs 
appears to be indicated. 

In the present study we have attempted 
to answer the following questions: Do pa- 
tients subject to “fainting spells” or “dizzy 
spells” have a significant incidence of electro- 
encephalographic abnormality in intervals 
between spells? If so, what type of abnor- 
malities are found? Is there any relationship 
between EEG. abnormality and type, fre- 
quency, duration and number of spells? Is 
there any overlap, from the EEG. point of 
view, between the group of cases having 
“fainting spells’ and those suffering from 
epilepsy ? 


RECORDING AND CLASSIFICATION OF 
ELECTROENCEPHALOGRAMS 


Electroencephalograms were recorded with 
a Grass six-channel amplifying system. Elec- 
trodes were applied to both frontal, both 
parietal and both occipital areas. Both 
monopolar and bipolar recordings were 
taken; for the former, interconnected leads 


1From the Department of Psychiatry, Harvard 
Medical School, and the Electroencephalographic 
Laboratory, Boston Psychopathic Hospital, Boston, 
Massachusetts. 


from the mastoid or ear served as an in- 
different pole. Bipolar leads proved helpful 
in eliminating muscle artefacts in tense and 
restless patients. The tracings were obtained 
with the patient in a recumbent position with 
the eyes closed, in a darkened and quiet 
room. 

The records were classified as normal and 
abnormal on the basis of experience with 
hundreds of normal and abnormal subjects. 
A normal record is defined as one in which 
the brain wave rhythm has a frequency be- 
tween 8 and 12 per second and in which the 
pattern is unchanged or only slightly modi- 
fied by two minutes of hyperventilation. An 
abnormal record is defined as one in which 
the prevailing activity is outside the frequency 
range of 8 to 12 per second, or one which 
shows a decided change in the character of 
the pattern as a result of two minutes of 
overbreathing. Certain subjective factors are 
of necessity involved in the classification of 
EEGs, but in essence our classification of 
normal and abnormal records agrees with 
that of other investigators in the field. The 
abnormal EEGs were also further analyzed 
according to the classification proposed by 
Gibbs, et al.(6) for epileptic patients. 


MATERIAL 


Over 2000 patients suffering from various 
types of attacks (usually involving uncon- 
sciousness) have been referred to the EEG. 
laboratory of the Boston Psychopathic Hos- 
pital for study during the last five years. 
From this material three groups of cases 
were selected (1) those whose chief com- 
plaint was “fainting spells” ; (2) those whose 
chief complaint was “dizzy spells”; and (3) 
those whose chief problem was “fainting 
spells accompanied by rigidity.” 

The clinical histories of these three groups 
of cases were analyzed and all equivocal or 
doubtful cases were eliminated so as to refine 
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the material and thus make the subsequent ” 
analyses more reliable. 

From the group of cases with “fainting 
spells” we eliminated all cases with (1) a 
history of convulsive seizures at any time 
in the past life of the individual, (2) a 
history of sensory aura preceding the attack, 
(3) a history of definite motor phenomena 
such as rigidity, twitching or tongue biting 
during the attack, (4) the presence of posi- 
tive neurological findings to suggest brain 
damage, (5) a history of medication within 
24 hours of the recording of the EEG., (6) 
a history of unconsciousness lasting longer 
than 15 minutes and (7) a history of a 
significant period of confusion following 
the attack. 


flaccidity in the group with “fainting spells.” 
Only I1 cases were found answering the strict 
criteria for “fainting spells accompanied by 
rigidity.” 


CASES WITH DIZZY SPELLS 


CASES WITH “FAINTING SPELLS” 


CASES WITH “FAINTING SPELLS 
ACCOMPANIED BY RIGIDITY” 


CASES EPILEPSY 


20 40 60 60 100 
PERCENTAGE ABNORMALITY 
Fic. 1.—Percentage EEG. abnormality in groups 


of cases with dizzy spells, fainting spells, and 


epilepsy. 


TABLE I 


Cases “Dizzy Spetts,” “FAINTING SPELLS,” AND “FAINTING SPELLS ACCOMPANIED BY RucrpITy,” 
CoMPARED AS TO ToTAL NuMBER, NUMBER OF ABNORMAL EEGs ANpD Type or ABNoRMAL EEG. 


Electroencephalogram 


cases with Marked 
No. of abnormal F-1 and O. B. 
cases SEG. S-1 F-1 S-1 Petit mal response 
Cases with “dizzy spells”......... 104 4 I 2 I Oo 2 
Cases with “fainting spells”....... 114 12 6 I 4 2 10 
Cases with “fainting spells accom- 
panied by rigidity”............. II 5 2 I 2 0 3 


S-1—mildly slow (5-8 per second) 


F-1—mildly fast (12-18 per secon 
F-1 and S-1—mixed mildly slow at 


1). 


id fast. 


Petit mal—3 per second spike and wave activity. 
Marked O. B. response—marked response to forced overbreathing for 


2-3 minutes (“‘big build-up’’- 


Purification of the original group of pa- 
tients with “fainting spells” left us finally 
with 114 cases. It is of interest that in the 
majority of cases the attacks occurred under 
emotional stress and were often preceded 
by a period of “faintness.” Wherever a 
clear description of the attack was obtained, 
flaccidity was a dominant element of the 
clinical picture. 

The group of cases with “dizzy spells” 
was also purified by eliminating all cases 
with convulsions, sensory aura, motor phe- 
nomena, positive neurological signs, history 
of recent medication, history of unconscious- 
ness, or history of true vertigo. This group 
after refinement consisted of 104 cases. 

The group of cases with “fainting spells 
accompanied by rigidity” was refined in the 
same manner as those with “fainting spells” 
alone. The only difference was the presence 
in this group of rigidity as compared to 


Gibbs). 


DATA AND RESULTS 


I. Incidence of EEG. Abnormality.—Fig. 
1 reveals our findings concerning the inci- 
dence of EEG. abnormality in the three 
groups of cases studied as compared with 
the incidence of EEG. abnormality in a 
heterogeneous group of 600 epileptic patients. 
Only 4 percent of the cases with typical 
“dizzy spells” and 11 percent of cases com- 
plaining of “fainting spells” had abnormal 
EEGs. However, of the cases with “fainting 
spells accompanied by rigidity” there was a 
much higher incidence of EEG. abnormality 
(45 percent). These figures may be com- 
pared with an incidence of 10 percent ab- 
normal 200 young 
controls between the ages of 20 and 40. 

Il. Type of EEG. Abnormality.—Table I 
shows our findings concerning the type of 
EEG, abnormality in the three groups of 


EEGs in our series of 
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cases with “dizzy spells,” “fainting spells,” 
and “fainting spells accompanied by rigidity,” 
tabulated according to the classification of 
Gibbs et al.(6). It is apparent from this 
table that the abnormal EEGs found in our 
three groups were essentially of a mildly 
abnormal type. Of the 21 patients with 
abnormal EEGs there were 15 cases (71 
percent) whose records showed a marked 
response to hyperventilation. It is note- 
worthy that there were only two cases with 
petit mal type of EEG. (3 per second spike 
and wave discharges) and that both of these 
cases met our criteria for patients complain- 
ing of “fainting spells.”” The ages of these 
two patients at the time of the recording of 
the EEG. were 12 years and I5 years re- 
spectively. 

III. Relation between EEG. Abnormality 
and Frequency, Duration and Number of 


DISCUSSION 


In our selected group of patients with 
“fainting spells,” the incidence of EEG. ab- 
normality (11 percent) is as low as one finds 
in a normal control group; and the series 
of cases with “dizzy spells” has an even 
lower incidence of EEG. abnormality (4 
percent). 

Our findings in regard to the influence 
of age upon EEG. abnormality in different 
neuropsychiatric groups(7) would lead us 
to expect, on the basis of age alone, a higher 
incidence of EEG. abnormality in the group 
with “fainting spells’ where the “peak” of 
the age curve (Table II) occurs around 10-20 
years, than in the group with “dizzy spells” 
whose age peak lies between 30 and 40 years. 

From the low incidence of EEG. abnor- 
mality in the above two groups of cases, 


TABLE II 
AcE DistTrtBuTION oF CASES WITH “FAINTING SPELLS” AND “Dizzy SPELLS” 
Age group 
0-9 10-19 20-29 30-39 40-49 50-59 60 + 
Number of cases with “fainting 
Number of cases with “dizzy spells” 0 II 20 41 15 13 4 


Spells—A study of the relation between 
frequency of spells and EEG. abnormality 
revealed that there was no correlation be- 
tween these two factors. There were many 
patients who had normal EEGs who, never- 
theless, complained of frequent “fainting 
spells,” occasionally occurring as often as 7 
to 8 times in one day. In the group of cases 
with “dizzy spells” there were also several 
who had normal EEGs although at times 
they had as many as 20 attacks per day. 

There was no clear correlation between 
length of history of spells and abnormality 
of the EEG. in our series. Several patients 
with more than a twenty-year history of 
“fainting spells” or “dizzy spells” had nor- 
mal EEGs. 

We also analyzed our data to determine 
whether the patients with abnormal EEGs 
were those who had had the highest total 
number of spells. For both the “fainting 
spell” and “dizzy spell” groups there was 
no correlation between EEG. abnormality and 
total number of spells. 


it becomes apparent that the overwhelming 
majority of patients comprising the two 
groups do not show any electroencephalo- 
graphic evidence of inherent predisposition 
to epilepsy. Whatever the instability in pa- 
tients subject to “fainting spells” and “dizzy 
spells” it is not reflected in the cortical elec- 
trical pattern. Williams(g) has stated that 
“many patients who habitually faint after 
inoculation, on postural change, or on the 
sight of blood show paroxysmal outbursts 
indistinguishable from those seen in an 
epileptic.” In contrast our findings would 
indicate that in the above quotation the term 
“many” might be replaced by the word “few.” 

Within our total group of 229 cases there 
were only two patients whose EEGs showed 
typical “petit mal” discharges (3 per sec- 
ond spike and wave). This is an incidence 
of 0.g percent, which is somewhat higher 
than the 0.2 percent incidence of 3 per sec- 
ond spike and wave records reported by 
Gibbs, et al.(3) for control subjects. It is 
probable that follow-up of these two cases 


20 
q 
3 


304 


would reveal typical seizures of the petit mal 
variety. The low incidence of the “petit 
mal” type of records within our series in- 
dicates that in seizure disorders other than 
epilepsy 3 per second spike and wave dis- 
charges are exceptionally rare, and probably 
within the limit of error. 

Concerning patients with “fainting spells 
accompanied by rigidity,” although the series 
is small, it would seem that there is a pro- 
nounced difference in percentage EEG. ab- 
normality between these cases and the larger 
series whose fainting spells were not accom- 
panied by rigidity. The high incidence of 
EEG. abnormality in the former group (45 
percent) suggests that many of these pa- 
tients may belong to the epileptic category 
and that their attacks might be interpreted 
as being mild forms of tonic seizures which 
may readily be confused with typical “faint- 
ing spells” unless the observer is alert to the 
motor component of the attack. 

In view of the relatively high incidence of 
EEG. abnormality in the group of patients 
with “fainting spells accompanied by rigidity” 
it is apparent that the EEG. may be of aid in 
differentiating these cases from patients with 
true syncope. 

We were unable to find any correlation 
between the EEG. abnormality and the fre- 
quency, duration and number of spells. Ap- 
parently repeated syncopal attacks may 
occur without producing significant brain 
damage as reflected in the cerebral electrical 
pattern. 


SUMMARY 
4 


In a study of the EEGs (between attacks ) 
of a selected group of 229 patients subject 
to “fainting spells” and “dizzy speils’” the 
following observations were made : 

1. In patients subject to typical “fainting 
spells,” the incidence of EEG. abnormality 
(11 percent) was as low as one finds in nor- 
mal controls. 

Patients subject to “dizzy spells” had an 
even lower incidence of EEG. abnormality 


(4 percent). 
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Patients subject to “fainting spells ae. 
companied by rigidity” had a considerably 
higher incidence of EEG. abnormality (45 
percent), suggesting that of the three groups 
this was the only one in which a signifi. 
cant number of the group might belong: to 
the epileptic category. 

2. There was no correlation between EEG, 
abnormality and frequency, duration and 
It appears that repeated 
syncopal attacks do not produce EEG. ab. 
normality. 

3. Within the total group of 229 cases 
there were only two patients whose EEGs 
showed typical 3 per second spike and wave 
discharges (petit mal waves). 


number of spells. 
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THE ELECTROENCEPHALOGRAM IN SOME MILITARY AND 
SELECTIVE SERVICE CONVULSIVE AND 
NON-CONVULSIVE PROBLEMS 


LEON J. ROBINSON, M.D.,? Parmer, Mass. 


INTRODUCTION 


One of the problems in connection with 
the neuropsychiatric evaluation of military 
candidates and personnel is the significance 
of episodic attacks of fainting or convulsions 
or a history thereof. The solution of this 
problem is often possible on a clinical basis, 
but when the episode is unobserved, vague, 
or when an unsatisfactory history is ob- 
tained from a poor informant, the problem 
is immeasurably intensified. For these rea- 
sons we have performed electroencephalog- 
raphy upon some of the cases of this type 
referred by interested physicians, by selec- 
tive service boards, by an induction station, 
by an army station hospital and by com- 
munity agencies. This is a report of the 
electroencephalographic findings. 

The clinical material comprised 92 male 


subjects whose varied neuropsychiatric char- ° 


acteristics could be assembled in five groups. 

Group I consisted of men with a history 
of convulsions during military service ob- 
served by other than medical personnel. 

Group II consisted of men referred be- 
cause of a self-claimed history of rare con- 
vulsions months to years ago. 

Group III consisted of men with a history 
of “fainting attack” in the military service. 

Group IV consisted of men referred be- 
cause of episodes of faintness. Despite as- 
surance that it would be a painless test, the 
subjects generally had at least one episode 
at the time of presenting themselves for elec- 
troencephalographic testing, either while in 
the waiting-room or more usually while elec- 
trodes were being applied. The common fea- 
tures of the observed episodes were retention 
of consciousness ; limpness ; bodily slumping ; 
pallor; sweating and weakness ; and absence 
of involuntary muscular or ocular move- 
ments, incontinence or tics. 

Group V were men claiming vague “ner- 


1Clinical Director, Monson State Hospital, 


Palmer, Mass. 


vousness” or vague fainting spells without 
being able to give a satisfactory description 
of their subjective state or to supply cor- 
roborative objective evidence or witnesses 
to their claimed “spells.” They were con- 
sidered obvious malingerers. 

The apparatus consisted of both a Grass 
and a Rahm standard electroencephalograph. 
Six head leads were used. Both monopolar 
and bipolar recording was carried out dur- 
ing rest and hyperventilation. Localization 
technic was also used with presence or ab- 
sence of phase reversal noted. 

The electroencephalographic criteria fol- 
low. The adult electroencephalogram was 
considered abnormal if it contained, at rest, 
waves of less than 6 per second, frequent 6 
per second waves, distinctive spikes, or wave 
and spike forms; or if it contained wave and 
spike forms during rest or induced by 
hyperventilation. 

Group I.—Of the 20 men in this group, 
Q were in the 20-25 year old age span; 7 
of these had abnormal EEGs (one had 3 per 
second waves, four had 4 per second waves, 
two had 5 per second waves); and 2 had 
normal EEGs (one had 7 per second waves 
and one had 8-12 per second waves). 

Six men were in the 25-30 year old age 
span. The EEG was abnormal in 3 cases 
(one had 4 per second waves, two had 5 
per second waves, I was doubtful—6 per 
second waves) ; normal in 2 cases (8-12 per 
second waves) ; in I case the EEG that was 
abnormal during the resting state, developed 
wave and spike forms on hyperventilation. 

Four men were in the 30-35 year old age 
span. One presented a doubtful EEG (a 
spikey record); 3 were normal (8-12 per 
second waves). 

One man in the 35-40 year old age span 
had a normal EEG (8-12 per second waves). 

Of the 20 EEGs in this group, 10 were 
abnormal, 2 were doubtful and 8 were 
normal. 
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ILLUSTRATIVE CASES 


CasE A.—H. S., a 23-year-old U. S. Army first 
lieutenant, was referred with the following concise 
report: “. ... gives history of two seizures in the 
past two months, neither adequately observed and 
question of epilepsy to be ruled out. Neurologic 
examination negative except for suggestive left 
Babinski. Normal skull roentgenogram, L. P., 
routine laboratory and glucose tolerance tests.” He 
seemed highly intelligent and gave a negative past 
history of similar attacks. He was not known to be 
receiving medication. 

The EEG showed a good alpha background 
against which slow waves appeared; waves of 5-10 
per second in right and left frontal leads; 4-10 per 
second waves in right motor and occiput; 6-10 per 
second waves in left motor and occiput; phase re- 
versal frontal-to-motor-occiput all on right side 
and normal phase relations on the left side. Hyper- 
ventilation induced 5 per second waves in all leads. 
EEG interpretation: because of slow (4-5 per 
second) waves and phase reversal, abnormal. 

This abnormal EEG definitely confirmed the 
otherwise questionable clinical symptoms and signs 
(inadequately observed seizures and questionable 
left Babinski) and furthermore pointed to a right 
cerebral focus substantiating the questionable left 
Babinski. 


Case AA.—A 22-year-old private had a similar 
history with these differences: neurological ex- 
amination was entirely negative, but the subject 
stated he had been having seizures since childhood. 
Again L. P., routine laboratory tests and skull 
roentgenograms were normal. 

The EEG irregular slow (4 per second) pattern 
in all leads was interpreted as abnormal. This con- 
firmed the otherwise questionable diagnosis of 
epilepsy. 

Case AAA had an even more definite clinical 
diagnosis of epilepsy as two typical grand mal 
seizures with tongue biting occurred during mili- 
tary service. The report was that of normal neuro- 
logical examination, spinal fluid findings, skull 
roentgenogram, and blood sugar tolerance test. 

The EEG showed 8-10 per second waves and was 
interpreted as normal. This is an example of the 
fact that a negative EEG does occur in epilepsy 
and does not contradict a good clinical diagnosis. 


Group II.—There were 41 men in this 
group. Eight were in the 17-20 year old 
age span. Three of these had abnormal 
EEGs (one had 4 per second waves, two 
had 5 per second waves) and 5 were normal 
(one had 6 per second waves, one had 7 
per second waves, three had 8-12 per second 
waves ). 

Thirty men were in the 20-25 year old age 
span. Of these, 14 presented abnormal EEGs 
(two had 2 per second waves, three had 3 
per second waves, five had 4 per second 
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waves, four had 5 per second waves); 1 
was doubtful (6 per second waves); 1§ 
were normal (one had 6 per second waves, 
tour had 7 per second waves, ten had 8-12 
per second waves). One of the abnormal 
resting EEGs developed wave and_ spike 
forms on hyperventilation. 

Three men were in the 25-30 year old age 
span. The EEG was abnormal in 1 of these 
(5 per second waves) and normal in 2 (8-12 
per second waves). 

Of the 41 cases in this group, 18 had 
abnormal EEGs, 1 was doubtful and 22 
were normal. 


ILLUSTRATIVE CASE 


Case B.—A. M. R., a 24-year-old selective service 
registrant was referred by his board because he 
claimed he had had one grand mal convulsion five 
and though he had not 
been known to have nor did he claim any seizures 
since then, he stated he did have daily “dizzy spells” 
which could not be confirmed objectively or by 
physical examination. 

The EEG showed occasional resting five per 
second slow waves in the left leads and spectacu- 
larly wave and spike forms in the left leads during 
hyperventilation. 

The abnormal EEG significantly substantiated 
this otherwise difficult to assess complaint. 

Group [1I,—Of the 9 men in this group 
5 were in the 25-30 year old age span. Of 
the 5 EEGs, 4 were abnormal (two had 4 
per second waves, two had 5 per second 
waves); I was normal (8-12 per second 
waves ). 

our men were in the 30-35 year old age 
span. The EEG of one of these was ab- 
normal (5 per second waves), and normal 
in the other 3. 

Of the 9 EEGs in this group, 5 were ab- 
normal and 4 were normal. 


years ago at the age of 109, 


ILLUSTRATIVE CASE 


Case C.—W. D., a 23-year-old private, while in 
service had a history of fainting attacks the nature 
of which was obscure. There were normal neuro- 
logical examination, L. P., skull roentgenograms, 
routine laboratory and blood sugar tests. The father 
had had “fits.” 

The EEG showed 4 per second waves in all 6 
leads and was interpreted abnormal. Here the EEG 
definitely aided in establishing a diagnosis. 


Group IV.—Twelve men constituted this 
group. Six were in the 20-25 year old age 
span. Of the 6 EEGs, I was abnormal (fre- 
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quent 6 per second waves in all leads) and 
5 were normal (8-12 per second waves). 

' Three men were in the 25-30 year old 
age span. All had normal EEGs. 

Three men were in the 30-35 year old age 
span. One EEG was doubtful (spikey) and 
2 were normal (8-12 per second waves). 

Of the 12 EEGs in this group, I was ab- 
normal, 1 was doubtful and 10 were normal. 


ILLUSTRATIVE CASE 


Case D.—F. B., a 24-year-old male, was referred 
by the selective service board because he stated that 
he had “fainting attacks” under stress, as exem- 
plified during electroencephalographic electrode ap- 
plication at which time he had a short episode of 
sudden pallor, sweating and faintness without loss 
of consciousness or involuntary movements. He 
was able to walk to a couch but refused to lie 
down. He then resumed his seat and the rest of the 
electrodes were applied without further incident. 

The EEG showed 8-12 per second waves with 
little change during hyperventilation. Interpretation 
was that of a normal EEG. This finding was con- 
sistent with the history and clinical findings. 


This observer was impressed by the re- 
markable frequency of this type of reaction 
in so many otherwise apparently normal men 
and the fact that they had such episodes so 
fortuitously at the time of testing. 

Group V.—Ten men fell into this group. 
Five were in the 20-25 year old age span. 
Of these, 1 had a doubtful EEG (6 per sec- 
ond waves) and 4 EEGs were normal (8-12 
per second waves). 

Two men were in the 25-30 year old age 
span, both with normal EEGs (one had 
7 per second waves and one had 8-12 per 
second waves). 

Three men were in the .35-40 year old 
age span, all EEGs normal. 

Of the 10 EEGs in this group, I was 
doubtful and g,were normal. 


ILLUSTRATIVE CASE 


Case E.—V. M., a 24-year-old male selective ser- 
vice registrant, had a negative neuropsychiatric his- 
tory except for vague but persistent claim that “he 
was nervous.” He was a grammar school gradu- 
ate but readily expressed his general dislike for 
“schooling.” Physical examination was within nor- 
mal limits. He was sturdy-looking and well built. 
During neurological examination whenever he saw 
the reflex hammer or hand approach his patellae he 
voluntarily extended his tibiae and flinched, but 
when his attention was occupied by conversation 
neither of these actions occurred and his reflexes 


were normal. Questions as to presence of convul- 
sions or fainting attacks were answered with firm 
denial and no history of these was even dimly sug- 
gested. He was not taking any medication. 

The clinical impression I recorded was “an 
obvious malingerer with limited intellectual ability.” 

The EEG revealed 8-12 per second rhythm in 
6 leads. Hyperventilation induced little change. 
There was no phase reversal. 

He was returned to his selective service board 
with the report: “normal EEG.” Through the 
usual selective service routine he was then ex- 
amined by induction station neuropsychiatrists and 
inducted into the army. After two months of army 
service we were asked to forward our electro- 
encephalographic findings preparatory to neuro- 
psychiatric disposition as he had made a poor per- 
sonal adjustment to army life but did not have any 
fainting or convulsive phenomena. 

In this case our EEG was consistent with the 
non-convulsive character of the problem of per- 
sonality adjustment. 


CoM MENTARY 


Since these men were considered as neuro- 
psychiatric cases with the outstanding ques- 
tion of the authenticity of their fainting, 
convulsions or history of either, the high 
incidence of abnormal EEGs proved of cor- 
roborative value in diagnosis. The highest 
incidence of electroencephalographic abnorm- 
ality occurred in cases with known con- 
vulsive episodes and the highest incidence 
of electroencephalographic normality oc- 
curred in cases with other than genuine 
convulsive episodes. Subjects with episodes 
of pallor and limpness under stress and 
those with an obviously malingered history 
of seizures showed a high proportion of 
normal EEGs. This does not mean that 
the latter are not to be considered neuro- 
psychiatric cases merely because of a normal 
EEG. It should also be stressed that “ab- 
normal EEGs” are found in a small but 
definite percentage of normal persons (in 
the neighborhood of 5 to 10% according 
to the criteria used). By now it should 
be an established and accepted fact that ab- 
normal EEGs do not occur exclusively or 
necessarily in convulsive states. They have 
been found in many conditions and also in 
the relatives of persons with epilepsy(1, 2, 
3, 4). Nevertheless, abnormal EEGs do 
occur in a significant number of persons 
with convulsive states, and the EEG is of 
value when used in conjunction with other 
clinical and laboratory studies. 


| 
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The trend in this series of cases reveals 
that the factor of increasing age tends to 
lower the incidence of electroencephalo- 
graphic abnormality even in conditions with 
the demonstrably higher incidence of aber- 
rant EEGs, a factor which has been pointed 
out by Golla and his associates(5) as well 
as by one of our own previous studies(6). 
The fact that wave and spike forms were in- 
duced by hyperventilation in two EEGs 
which did not reveal these forms in the rest- 
ing record attests the desirability of a 3-6 
minute period of hyperventilation during 
electroencephalography (7). 

In connection with the appreciable in- 
cidence of abnormal EEGs (43.9%) in the 
present group of subjects with a self-claimed 
history of rare convulsions months to years 
ago, it is of interest to recall that Osgood and 
I(8) found that of 38 epileptic patients in 
whom there had been cessation of seizures 
for five or more years, 25 (or 65%) still 
had abnormal EEGs despite absence of 
seizures and of lack of anti-convulsant medi- 
cation. From that study we concluded 
“that the EEG may be helpful in the diag- 
nosis of epilepsy in persons who several 
years before have had poorly defined ‘spells,’ 
the nature of which is obscure.” This con- 
clusion is substantiated by the present study. 


REPORTED RELATED STUDIES 


As one of the discussants of Harty and 
the Gibbs’(9) electroencephalographic study 
of candidates for military service, I pointed 
out that my then small series of cases had 
a surprising ingidence of abnormal EEGs 
in convulsive states and of normal EEGs 
in obvious malingerers. Harty, Gibbs and 
Gibbs’(9) electroencephalographic study of 
274 candidates for military service revealed 
the following incidence of pathological 
EEGs: 88% of 8 cases of psychopathic per- 
sonality; 60% of 8 cases with family his- 
tory of epilepsy; 50% of 4 cases with con- 
vulsions only in infancy; 60% of 63 cases 
with functional disorders, such as enuresis, 
temper tantrums and sleepwalking; 28% 
of 61 cases having history of head injury 
with unconsciousness ; 11% of Io cases hav- 
ing head injury without unconsciousness ; 
and 11% of cases with history of headache, 
giving an incidence of 30% for the entire 


| Noy, 


group of 274 men. The incidence of a posi- 
tive history for neuropsychiatric disorder in 
relation to various EEGs was as follows; 
86% of the 7 cases with wave and spike or 
square-topped 6 per second waves, 82% of 
the cases with pathological slow waves and 
34 
second frequency. Pathological EEGs were 
present in 28% of the men accepted for mili- 
tary service, in 36% of those rejected and in 


of the cases with dominant 10} per 


“ of those rejected for neuropsychiatric 
reasons. They concluded from these figures 
that there appeared to be a significant rela- 
ion between variants in the EEG and a 
history of neuropsychiatric disorder and that 
the EEG could be combined with other tests 
to determine fitness for military service. 
Schwab(10) reported that the EEG had 
been found useful in examining Navy per- 
sonnel with histories of fainting attacks, head 
injuries, spells of dizziness, or with suspicion 
of epilepsy, but cited individual examples 
without making available the percentage in- 
cidence of the electroencephalographic find- 
ings. He and his associates found the EEG 
of greater clinical value in the Navy than 
in civilian hospital work in establishing or 


ruling out a diagnosis of epilepsy because 
more often Navy personnel minimized their 
clinical histories, whereas civilian patients, 
seeking medical treatment in the hospital 
clinic, readily related their symptoms. 
Schwab’s(11) subsequent report of this 
group revealed that 272 Navy personnel were 
examined. Criteria of electroencephalo- 
graphic abnormality consisted of waves 
slower than 8 per second, spikes, increased 
voltage, fast activity or combinations of slow 
and fast waves seen as waves and spikes in 
petit mal seizures. He stated that persons 
who tend to faint or have convulsions usually 
show abnormal waves. Inshis study, the 
EEG was abnormal in 90% of those witha 
diagnosis of clinical epilepsy, whereas normal 
EEGs usually prevailed in those with iso- 
lated syncopes who were not considered clin- 
ically epileptic. In cases of mild head injury, 
the EEG was generally normal, but in cases 
of severe head injury, an abnormal record 
persisted much longer than the clinical signs. 
He believed that the importance of the EEG 
did not eliminate the need for clinical history 
and neurologic examination. 
Silverman(12) presented the electroen- 
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cephalographic findings in 173 neuropsy- 
chiatric army general hospital patients. The 
criteria of abnormality were paroxysmal 2-3 
per delta waves; 4-5 per second 
rhythms, sometimes “‘flat-topped”’; 6-7 per 
second waves; all wave and spike forms; 
single spikes, often with a slow wave com- 
ponent (4-6 per second); multiple spikes 
and fast waves. Of 50 cases of post-traumatic 
head syndrome, the EEG was abnormal in 
25 (50%), borderline in 17 (34%) and 
normal in 8 (16%); of 38 cases of epilepsy 
(all types), the EEG was abnormal in 26 
(68.5%), borderline in 8 (21%) and nor- 
mal in 4 (10.5%); of 40 cases of psycho- 
neurosis, the EEG was abnormal in I 
(2.5% ), borderline in 6& (15%) and normal 
in 33 (82.59%); of 13 cases of constitutional 
psychopathic state, the EEG was abnormal 
in 8 (61.59% ), borderline in 2 (15.4%) and 
normal in 3 (23.1%); of 9 cases with un- 
confirmed disease of the nervous system, the 
EEG was abnormal in none, borderline in 
1 (11.2%) and normal in 8 (88.8%; of 6 
cases of ill-defined disease of the nervous 
system, the EEG was abnormal in 3 
(33.390), borderline in 5 (55.5%) and 
normal in 1 (11.2%); of 4 cases of brain 
tumor, the EEG was abnormal in all 4 
(100%); of 3 cases of chronic active en- 
cephalitis lethargica, the EEG was abnormal 
in 1 and borderline in 2; of 2 cases of re- 
covered spontaneous subarachnoid hemor- 
rhage, as of 2 cases of migraine, the EEG 
was abnormal in none, borderiine in 1 and 
normal in 1; of 2 cases of psychosis, the 
EEG was normal in both; of 1 case of 
multiple sclerosis, the EEG was abnormal. 

Solomon, Harrison, Wittson, and Hunt 
(13) found that in the selection of naval 
recruits there were 313 cases of suspected 
epilepsy, of which the EEG was abnormal 
in 39% and borderline in 12%. In making 
the diagnosis the EEG was of primary im- 
portance in 12% and of secondary value in 
55% of the cases. Of 40 cases of migraine 
with a history of fainting or dizziness the 
EEG was abnormal in 35% and borderline 
in 5%. 


second 


SUMMARY 


Electroencephalography was performed in 
92 military and selective service convulsive 
and non-convulsive problems. 


Of 20 subjects with a history of convul- 
sion during military service observed by 
other than medical personnel, the EEG was 
abnormal in 10 (50%), doubtful in 2 (10%) 
and normal in 8 (40%). 

Of 41 subjects with a self-claimed history 
of rare convulsions months to years ago, the 
EEG was abnormal in 18 (43.9%), doubt- 
ful in 1 (2.4%) and normal in 22 (53.4%). 

Of 9 subjects with a history of “fainting 
attack”’ in the military service, the EEG was 
abnormal in 5 (55.6%) and normal in 4 
(44.4% ). 

Of 12 subjects with episodes of faintness 
with retention of consciousness, the EEG 
was abnormal in 1 (8.3%), doubtful in 
1 (8.3%) and normal in 10 (83.4%). 

Of 10 subjects considered malingerers 
with vague “nervousness” or vague fainting 
spells, the EEG was abnormal in none, 
doubtful in 1 (10%) and normal in 9 
(907% ). 

From this study it was concluded that the 
electroencephalogram was of assisting value 
in the neuropsychiatric diagnosis of non- 
convulsive and convulsive problems. 
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SOME REACTIONS SEEN AFTER ELECTRIC SHOCK TREATMENT * 


JOHN FROSCH, M.D., DAVID IMPASTATO, M.D., LILLY OTTENHEIMER, M.D., 
anp S. BERNARD WORTIS, M.D. 
New York, N. Y. 


Electric shock treatment frequently pro- 
duces clinical by-products of interest. Most 
frequently seen is the organic confusion 


| which arises in the course of treatment and 


persists sometime afterwards. We should 
like to call attention to another interesting 
clinical reaction which we have encountered 
and has been referred to in other reports 

Essentially this consists of an acute psy- 
chotic episode, starting a few days after 
treatment was discontinued, and lasting sev- 
eral days to several weeks. The psychotic 
picture in such patients was different from 
that which existed at the time shock treat- 
ment was instituted. In most instances with 
the clearing of the acute psychotic episode, 
the original symptoms disappeared or sub- 
sided. In some there was a recurrence of the 
original psychiatric picture. 

The treatments were given daily and all 
patients received preconvulsive intravenous 
injection of sodium amytal(3). 


CasE 1.—W. W., aged 28, was admitted in a 
depression of a few weeks’ duration, apparently 
precipitated by the anticipation of his marriage 
within a few days. History revealed several manic- 
depressive episodes, the first of which occurred at 
the age of 22. During one of the depressive phases, 
he had been given metrazol and, to the best of our 
knowledge, had had no untoward effects. Clinical 
examination revealed a typical picture of depression, 
the patient expressing feelings of guilt over his 
inadequacy to accept responsibility, feelings of un- 
worthiness, lack of initiative and suicidal ideas. 
Shock treatment was instituted and the pat:.ut was 
given daily treatments with intravenous amytal. 
After the first few, he responded quite well and 
after the fourth one was somewhat disoriented. He 
still expressed feelings of inadequacy and treatment 
was continued. In subsequent days, the patient com- 
plained of his confusion. After 12 treatments in 
which he had 10 grand mal responses, treatment was 
discontinued. He felt much better in the sense of 


1 Read in part before the New York Neurological 
Society and the Section of Neurology and Psy- 
chiatry of the New York Academy of Medicine. 

From the Department of Psychiatry, New York 


University College of Medicine and Bellevue Hos- 
pital. 


his initial clinical symptoms. He was no longer 
depressed but was quite confused and had marked 
memory gaps. However, he did not present any 
problem in adjustment and aside from his confused 
state which seemed to subside somewhat in the 
following days, he managed to adjust on the ward 
quite well. Three days after treatment was dis- 
continued, the patient awoke at night quite dis- 
turbed, belligerent, refused to go back to bed and 
said that several things had occurred in the past 
48 hours which would have to be changed. During 
that day he continued to be quite agitated, resistive, 
demanding and negativistic. He spoke to the physi- 
cian in a threatening manner and it was learned 
that he planned to escape from the hospital. He 
was transferred to a disturbed ward where he was 
very violent, resistive and suspicious. He refused 
to talk to anyone but the “higher ups.” He was 
restless and agitated and claimed that strange things 
were going on for which he demanded an explana- 
tion. Occasionally he would burst out in meaning- 
less laughter. Most of his productions were of a 
paranoid nature and were at times quite discon- 
nected. He also became grandiose and said that 
some day the whole world would hear about him. 
This behavior continued for 8 or 9 days and 
gradually the patient quieted down. He spoke of 
being afraid of marriage but was definitely much 
better. This improvement continued so that about 
10 days after his psychotic episode, he was friendly, 
cooperative and quiet, apologized for having threat- 
ened the physician, and was finally discharged as 
very much improved. We have heard from the 
patient recently, about 7 months after his dis- 
charge, and he is doing quite well. : 

This patient, who came in as a depression, de- 
veloped a psychotic reaction 3 days after he had 
received 12 shock treatments. The picture, although 
at first dominated by the usual evidences of an 
organic reaction, seen immediately after electro- 
shock treatment, was later dominated by a paranoid 
trend. The psychotic episode lasted about 9 days 
and the patient recovered, without evidence either 
of the original psychosis or the subsequent one. 


CasE 2.—H. L., 29-year-old white female. His- 
tory revealed emotional difficulties for years, char- 
acterized by moods of depression and disturbed 
behavior. A few months before admission, her con- 
dition had become much exaggerated. She was de- 
pressed, had suicidal ideas, but also had wild out- 
bursts of temper. With it all she expressed fears 
of fainting, although this latter symptom had been 
present for many years. The patient gave birth to 
a child a few weeks before she came to the hospital. . 
Symptoms of anxiety and depression seemed to 
dominate the picture on admission. One could not 
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be entirely certain of the diagnosis but the feeling 
was that we were dealing with a severely neurotic 
individual who had developed a depression. Daily 
shock treatment with intravenous amytal was in- 
stituted. After 4 shocks the patient began to feel 
much better. On subsequent days most of her 
anxieties seemed to be directed against the treat- 
ment. She expressed some fear and also showed 
signs of confusion, but as treatment continued, she 
improved and after the twelfth shock she still com- 
plained of her old fears, spoke at length about her 
confused state. In the course of the next few 
treatments, she improved considerably, made plans 
for going home and about the future. Treatment 
was discontinued after the nineteenth shock, all of 
which had been grand mals. Although the patient 
was oriented for time and place, she showed memory 
gaps for recent events. Her mood was cheerful and 
although she expressed some of her old fears and 
anxieties she felt she could overcome these. In the 
days immediately following treatment, she got along 
quite well. One week later she became restless, very 
confused and tried to get out of the doors, said that 
rats were in her clothes and she began to disrobe. 
Soon after that she became stuporous for 2 days, 
became much more disturbed, banged on the doors, 
threw furniture around and said she would kill 
someone if she did not get out. She spoke in a 
very confused and disconnected manner, claimed 
that she was pregnant, expressed marked feelings 
of unreality and ideas of reference. She gradually 
began to quiet down on the fifth day after the dis- 
turbed period set in and improved rapidly after that. 
She was active, cheerful, wanted to go home but 
had memory gaps for her delivery. On discharge 
she showed some slight impairment of memory and 
retention. She is still in the community 7 months 
after treatment, apparently very much improved. 


Case 3.—S. B., 22-year-old white male. The main 
symptoms were feelings of insecurity, inadequacy, 
with marked expressions of depersonalization and 
feelings of unreality. The symptoms had been in 
existence for a number of years. Recently, before 
admission, he hag become quite depressed and ex- 
pressed suicidal ideas. He was unable to work and 
stayed in bed all day. He had ideas of reference 
and felt there was no hope for him. In the hospital 
he was also quite depressed. There was a difference 
of viewpoint as to the diagnosis, some physicians 
considered that he was schizophrenic and others 
that he was a depression. Daily shock treatment 
with intravenous amytal was instituted. After 5 
treatments the patient became hypomanic, euphoric 
and optimistic, making plans for the future. He 
showed some memory gaps and also complained of 
these. After the seventh treatment the patient 
began to speak of being dead, would awaken at 
night quite confused, asking where he was and if 
he were alive. With subsequent treatment this 
symptom subsided but his general confusion per- 
sisted. He improved clinically and after 15 treat- 
ments, although quite confused, did not express any 
feelings of depression, depersonalization and treat- 
ment was discontinued. In subsequent days this im- 
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ntil 34 months after the initial series was discon- 
inued. During this course he received 25 grand 
nals and developed a psychotic episode one week 
fter treatment was discontinued. This lasted 12 
days, gradually subsiding but his original symptoms 
returned. 


Case 4.—G. G., white female, aged 24, became 


Bdepressed and frightened after the birth of a child. 


She developed marked feelings of unreality and 
depersonalization, expressing the feeling that she 
was dead and had no sensations. She subsequently 
became extremely agitated and confused and was 
brought to Bellevue 6 months after the child was 
born. Closer questioning revealed that she had had 
some of these symptoms even before the birth of 
the child. While at a private sanitarium before she 
came to Bellevue she appeared to have had some 
hallucinatory experiences. There were different 
viewpoints as to her diagnosis. Some felt she was a 
depersonalization neurosis, others a depression or a 
schizophrenia. Shock treatment was instituted 3 
times a week, and this patient was given intravenous 
amytal. Some anxiety was expressed even with the 
first few treatments but she improved quite rapidly, 
seemed brighter, began to experience sensation, felt 
better subjectively. After the sixth treatment, pa- 
tient was very much improved, made plans for the 
future and shock treatment was discontinued after 
the ninth treatment. She continued to feel quite 
well for a few days but slipped and within 11 days 
treatment was instituted again. This time, too, the 
patient improved quite rapidly and after 12 grand 
mals, treatment was discontinued. Six days later 
the patient became very excited, disturbed, destruc- 
tive and aggressive and had to be transferred to the 
disturbed ward. While there she was disheveled, 
restless, confused, hallucinated and grimaced fre- 
quently. She would bang on the walls, disrobe, had 
frequent outbursts of laughter, salivated and soiled 
herself. After 10 days of this behavior the patient 
was transferred to a state hospital. A report from 
that institution revealed that she improved very 
rapidly after admission and was discharged 14 
months later. The psychotic episode was apparently 
of 2 or 3 weeks’ duration. Interestingly enough, 
she was there diagnosed as a catatonic dementia 
precox. For one year subsequent to that she was 
on parole and well adjusted. One and one-half 
years after treatment, the patient appeared to be 
in good condition. This patient had therefore re- 
ceived 2 courses of shock treatment, 9 grand mals 
in one and 12 in another. Six days later she devel- 
oped a psychotic episode lasting apparently a few 
weeks. This picture impressed some observers as 
being a catatonic excitement. 


DISCUSSION 


We believe that the pictures described 
above represent something more than the 
usual organic confusion arising in the course 
of treatment and persisting for some period 
afterwards. It appears that after treatment 


was discontinued, the patient showed the 
usual memory defects and confusion, dif- 
fering very little from that seen in our other 
cases. In a few of those who developed 
psychotic reactions, the subjective reaction 
to the memory difficulties and confusion was 
more pronounced. A few days after treat- 
ment was discontinued, an acute psychotic 
picture developed which lasted a few days 
to a few weeks. These psychotic episodes 
took different forms but all had in common 
the feature that the patients were disturbed, 
agitated, restless, aggressive and destructive. 
In some instances they were demanding, 
suspicious and paranoid. One case subse- 
quently seen at a state hospital was diag- 
nosed there as a catatonic dementia przecox. 
During the psychotic episode the produc- 
tions occasionally revealed evidence of emo- 
tional conflict, indications of which were sur- 
mised before the psychotic episode devel- 
oped. For instance, the patient who had a 
picture dominated by features of depersonal- 
ization and feelings of unreality, revealed, 
the day before his psychosis developed, ma- 
terial to indicate concern about a hetero- 
sexual relationship. During his psychosis, 
this came out in full bloom, expressing itself 
at times in a wish for castration. In the 
patient, whose depression developed right 
before he was supposed to be married, the 
psychotic productions revealed hatred of his 
future wife and the wish to avoid marriage. 
In the woman who showed features of de- 
personalization and depression following the 
birth of a child, there became evident dur- 
ing the psychotic reaction, marked feelings 
of rejection by her husband who she felt 
preferred her child, and the anxiety that as 
time went by she would be completely re- 
jected. In the main, however, the gross clin- 
ical picture of the psychotic episode was 
different from the psychiatric picture seen 
before shock treatment was instituted. 
That the development of the psychotic 
reaction did not have any direct correlation 
with the degree of confusion was also mani- 
fested by the fact that sometimes as much 
as one week elapsed after treatment was 
terminated before the psychosis developed. 
During this interval the confusion frequently 
lessened. It might very well be that as the 
confusion subsided, the patient’s awareness 
of his defects became more pronounced and 
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perhaps therefore more disturbing to him. 
However, one had the feeling that the pa- 
tient’s subjective reaction to the confusion 
was more pronounced. It was as if the tol- 
erance of the ego to the defects and to the 
body image distortions was not as good in 
these patients. In some of our very con- 
fused patients who objectively revealed much 
more disturbance, we frequently found a 
good natured amusement at their own de- 
fects if there was any subjective reaction 
at all. The euphoria that one frequently 
meets after shock treatment did not appear 
to be as marked in the patients who devel 
oped psychotic reactions. It was also in 
teresting to note that the psychotic episodes 
frequently developed at night quite sud 
denly with a feeling of apprehension, and 
in some instances this developed into a para 
noid reaction. 

There did not appear to be any direct 
correlation between the number of treat- 
ments received and the development of psy- 
chosis. It was, however, our experience that 
more of the patients receiving daily shock 
treatment developed this reaction than did 
those who received treatment three times 
a week, though a comparison is unfair be- 
cause of inadequate control. Perhaps the 
rest day between treatments helped the pa- 
tient marshal his resources, permitting a 
certain amount of reintegration. This very 
likely is of assistance in the patient’s handling 
of his confusion. It might also be pointed 
out that if the number of treatments given 
is considered solely responsible for the de- 
velopment of this syndrome, it leaves unan- 
swered the quesfion why other patients 
under the same treatment procedure did 
not develop such reactions. In most in- 
stances we gave fewer treatments than rec- 
ommended by some authors(4). 

It appeared to us that the organic changes 
caused by electroshock were not entirely 
responsible for the development of the psy- 
chotic episodes. The fundamental personality 
structure presenting a reaction to the organic 
damage appeared to be quite important. This 
is a frequently observed fact in studies of 
the usual organic psychosis. In their study, 
Levy et al.(5) indicated-that in several cases 
there was no direct correlation between the 
clinical effects of shock treatment and the 


degree of change in cerebral function as 
demonstrated by electroencephalogram. We 
could not however ascertain any specific 
features of the clinical picture or the pre- 
psychotic personality structure to indicate 
when such reactions were to be expected, 
In several of our cases where features of 
depersonalization and ideas of unreality were 
prominent in the clinical picture, such psy- 
chotic reactions developed. In one patient 
a previous history revealed that during a 
pneumonia several years before, the patient 
developed an hallucinatory reaction. But 
this same patient during a subsequent course 
of malaria treatment had no gross psychotic 
reaction, 

The question could be raised as to whether 
the large doses of amytal given could have 
contributed to the development of the psy- 
chotic picture. All of our shock treated 
patients over a number of years have re- 
ceived sodium amytal. The majority did 
not develop psychotic reactions. 

The observations reported above seem to 
indicate that one must not be too hasty in 
forming an opinion about the progress of 
a case in shock treatment when such a super- 
imposed clinical syndrome develops. All of 
the developing psychotic reactions subsided 
and the most that happened was that the 
patient was left with his previous psychiatric 
picture. Most of our cases also improved as 
regards their orginal clinical complaints with 
the clearing of the engrafted psychotic pic- 
ture. One must therefore wait before rein- 
stituting shock therapy once having discon- 
tinued it when such a reaction develops. 


SUMMARY 


We have presented some evidence to illus- 
trate an interesting by-product of electric 
shock treatment. A few days after shock 
treatment was terminated, a psychotic reac- 
tion appeared, differing in its gross clinical 
manifestations from the clinical picture which 
was present when shock treatment was 
started. It differs from the state of con- 
fusion that one usually meets in the course 
of shock treatment. Such late post-treat- 
ment psychotic episodes last anywhere from 
a few days to a few weeks and then subside. 
With its evanescence the original clinical 
complaints of the patient usually subsided. 
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It was felt that the picture could not be 
entirely explained alone by organic brain 
damage and to a large extent was depend- 
ent upon the personality structure of the 
patient. 

The technical suggestion is made that 
when such a reaction develops, treatment 
should not be immediately reinstituted. One 
should wait, a few weeks if necessary, in 
view of the fact that in all our patients the 
psychotic episode subsided. 
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THE PROPHYLAXIS OF CARDIAC COMPLICATIONS IN ELECTRO- 
SHOCK THERAPY 


MAX HAYMAN, Captain, M.C., 


In considering the fatalities which occur 
during the course of electroshock therapy, 
cardiac disease of one type or another occu- 
pies a preeminent place. In the author’s ex- 
perience with this treatment as a calculated 
risk in patients with cardiac disease, many 
have been treated with impunity. Although 
there have been no fatalities, three patients 
had complications, two developing cardiac de- 
compensation and one developing a left bun- 
dle branch block. Through the past several 
years, it has been established that depressions 
of later life are often amenable to electro- 
shock therapy and it is this age period in 
which cardiovascular diseases occupy a posi- 
tion of considerable importance. In most cen- 
ters, electrocardiograms are routinely taken, 
and if these are reported as showing no 
abnormalities, electroshock is generally given 
without hesitation in the absence of clinical 
evidence of cardiac disease. In many cases, 
however, there are more or less important 
abnormalities noted either in the EKG or 
clinically, which form the basis of rejection 
of patients for this therapy, or at least cause 
considerable hesitation in the institution of 
the treatment. Without this form of therapy 
a large number of these depressions go on 
to a chronic state, and in many instances 
there is a delicate balance between the possi- 
bility of chronicity,on the one hand and fatal 
results on the other. 

Earlier observations both clinically, and 
experimentally in animals, indicate that auric- 
ular and ventricular fibrillation as well as 
various types of cardiac arrhythmias, fre- 
quently occur during electroshock applica- 
tions. It is probable that these phenomena 
are in part pathophysiological results of stim- 
ulation of both the sympathetic and para- 
sympathetic nervous systems ; and it is possi- 
ble that such stimulation in other organs of 
the body may be concerned in the eventual 
recovery of the subjects. Other cardiac com- 
plications are due to changes in the vascular 
system induced by the treatment superim- 
posed on diseases of the arteries. It was con- 
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sidered that the prevention of these untoward 
cardiac occurrences and the neutralization of 
the most harmful effects, predominantly car- 
diac in origin, might best be accomplished by 
a direct action on the heart or its vascular 
structures, rather than through drugs in- 
fluencing the autonomic nervous system. The 
major drugs utilized for their effect on the 
heart are digitalis, quinidine, strophanthin 
and the vasodilator group such as nitroglye- 
erin, sodium nitrite, theobromine and amino- 
phyllin. Of these digitalis does not correct 
arrhythmias but acts primarily on the A-V 
node to slow the heart rate and increase 
the strength of the beat. Quinidine, on the 
other hand, corrects fibrillation by slowing 
conduction and increasing the refractory 
period and permits the heart to assume the 
normal rhythm. The vasodilator group acts 
on the blood vessels to increase perfusion 
of the heart. There was insufficient opportu- 
nity for a clinical trial of this group of drugs, 
but on theoretical grounds it may be very 
useful in coronary artery disease. The 
author began using quinidine prophylactically 
in selected cases which showed cardiac ab- 
normalities either clinically or electrocardio- 
graphically prior to the institution of electro- 
shock therapy. Case I, cited below, provided 
a clinical test for the efficacy of such pre- 
liminary medication. 


REPORT OF CASES 


Case 1.—H. G. C., age 48, tense, restless, agi- 
tated, wringing his hands, suicidal impulses, deper- 
sonalization, delusions of guilt and sin. Physical 
examination showed no abnormality; blood pres- 
sure was 130/80; urinalysis, blood count, and blood 
chemistry were normal. EKG showed PR inter- 
val .16. QRS showed low voltage in three clas- 
sical leads; T flattened and diphasic in lead 2; 
inverted T in lead 3. After five months, the 
patient showed no change whatever in his condi- 
tion and accordingly, electroshock therapy was 
instituted. Following the first treatment, the pa- 
tient developed auricular fibrillation and his blood 
pressure fell to 95/50. EKG showed auricular 
rate of about 500 and a ventricular rate of 170. 
QRS complexes in lead 1 showed minor, and in 
lead 2, well-marked slurring. Lead 2 had low 
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voltage with notched QRS. Quinidine sulfate, 
8 Gm. (12 gr.) daily, were given and within 36 
hours the cardiac rhythm became regular and re- 
mained regular after the discontinuance of quinidine 
10 days later. Blood pressure was 140/80. 

Six months later, the patient’s condition still 
showed no improvement and electroshock was re- 
instituted. For 5 days prior to this, he received 
quinidine sulfate .8 Gms. (12 gr.) daily and through- 
out the course of treatment. He received 9 shock 
treatments in all with two incomplete reactions. 
The EKG taken 2 weeks after completion of 
therapy showed PR .14; QRS .08; slight left 
axis deviation; slight slurring of QRS; T3 in 
lead 2, inverted: QRS in the fourth lead diphasic. 
There was one premature beat, probably A-V 
nodal in origin. The clinical picture showed a 
temporary improvement followed by a relapse, 
but there has been no indication of any increased 
cardiac damage in the 4 months since treatment. 

CasE 2—C. H., age 609, developed increasing 
depression, insomnia, agitation and fearfulness over 
a period of 3 years since the death of her husband. 
Made two suicidal attempts. On admission felt 
she was disgraced, had poisoned children, and was 
fearful of cancer and syphilis. Had known heart 
disease for 30 years. Examination showed a loud 
presystolic murmur over the whole precordium, 
transmitted to the axilla and the vessels of the 
neck. Heart was slightly enlarged, the apex being 
delimited just beyond the midclavicular line. Blood 
pressure was 115/80. Arteriosclerosis was minimal, 
the eyegrounds showing slight tortuosity of the 
arteries (grade 1). There was no evidence of de- 
compensation. Pulse was consistently above 100 
and fluctuated considerably. Examination other- 
wise was essentially negative. EKG showed no 
abnormalities with normal sinus rhythm, PR .16, 
QRS .08, axis normal. Digitalis .1 Gm. (15 gr.) 
tid. was given for one week prior to the institu- 
tion of electroshock therapy ta permit of rapid 
digitalization should this become necessary. After 
the oth treatment the patient developed periodic 
irregularities in cardiac rhythm which had no con- 
sistent pattern. Digitalis was discontinued and 
quinidine sulphate started, and the patient main- 


tained with .8 Gm. (12 gr.) daily till the termina- 
tion of treatment. She received 13 shock treat- 
ments in all. The clinical examination of the heart 
showed no change, the EKG remained normal and 
B.P. was 140/80. She made some improvement 
and was returned to her home at this time. When 
last seen 6 months following treatment no change 
had occurred in the cardiac status. 

Three additional patients, ages 55, 64 and 65 
were given prophylactic treatment with quinidine 
sulfate prior to institution of electroshock treat- 
ment. All had electrocardiographic evidence of 
cardiac damage consisting of increased PR inter- 
val, slurring of QRS complexes and changes in 
the T wave. One patient had a hypertension of 
220/120. These patients were given from .4 to 
& Gm. (6 to 12 gr.) of quinidine sulfate daily 
for 5 to 9 days prior to electroshock treatment. 
The number of treatments ranged from 6 to 14, 
No complications were noted in these patients. 


CONCLUSION 


The cases cited suggest that premedication 
in patients with cardiac disease is an effective 
prophylaxis for the development of cardiac 
complications. Often where cardiac com- 
plications occur they are preceded by various 
arrhythmias and these may be controlled with 
quinidine sulfate. Vasodilator drugs may be 
useful in preventing cardiac complications 
of vascular origin but there was no op- 
portunity to test this. No mention in the 
literature of such premedication has come to 
attention and the writer has had no opportu- 
nity in recent years of developing this work. 
A wider trial and close observation of such 
premedication by workers now engaged in 
this field may enable more patients in the 
older age group with psychiatric conditions 
to obtain the benefit of electroshock treat- 
ment. 


ORGANIC AND HYSTERICAL ANESTHESIA 


A MetHop oF DIFFERENTIAL DIAGNOSIS WITH THE AID OF THE 
GALVANIC SKIN REsPoNsE’ 


FREDRICK C. REDLICH, First M.C., A. U.S. 


The military neuropsychiatrist is fre- 
quently faced with the necessity for differ- 
entiating between anesthesias following pe- 
ripheral nerve injuries and the hysterical 
anesthesias. Often this differential diag- 
nosis is both a difficult and important de- 
cision. Pure hysterical reactions, combat 
precipitated, are frequently observed in the 
form of a paralysis or anesthesia ; hysterical 
symptoms concommitant with organic lesions 
may be seen even more frequently. Particu- 
larly in the latter group, the differential diag- 
nosis may be very difficult. Hysterical and 
organic symptoms and signs at times can 
hardly be separated from each other by mere 
clinical judgment. This is certainly true for 
a sign so subjective as an anesthesia. 

In war casualties, patterns of hysterical 
anesthesia often very closely resemble or- 
ganic patterns, while in civilian practice the 
hysterical anesthesia is generally recognized 
by its characteristic shapes (e.g., complete 
hemianesthesia, glove and stocking pattern, 
etc. ). In hysterical soldiers, particularly those 
who at one time had organic nerve injuries, 
the anesthesia patterns simulate the organic 
pattern which actually often existed for a 
brief time following the injury. 

The differential diagnosis is important be- 
cause the treatmefit for an organic disabil- 
ity—often enough operation or reoperation— 
radically differs from the treatment for the 
hysterical anesthesia, which obviously con- 
sists of psychotherapy. Operations on hys- 
terical patients, which unfortunately are not 
uncommon, constitute a severe error endan- 
gering the patient’s health and adjustment. 

The galvanic skin response (GSR) was 
chosen as an objective method for differ- 
entiating the organic from the hysterical 
anesthesia because a GSR cannot be elicited 
if the sensory pathway of the galvanic skin 
reflex is interrupted by a complete anatomi- 


1From the Neurological Section, Northington 
General Hospital, Tuscaloosa, Ala. 
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cal or physiological disruption of the pe- 
ripheral nerve. Abolition of the GSR in 
cats with experimental cord transsections 
was described by Richter(1). In striking 
contrast to the GSR in organic anesthesia 
the GSR in hysterical anesthesia or in hyp- 
notically induced anesthesia was found to be 
present by Levine(2, 3), Sears(4), Sears 
and Cohen(5), Myasishchev(6). In view of 
these findings it was assumed that the method 
might be utilized in an objective differential 
diagnosis of the hysterical and _ organic 
anesthesias. The galvanic skin response was 
examined on 8 patients with organic anes- 
thesias due to traumatic neuropathies and 
cord lesions and on 7 patients with hysterical 
anesthesias; the clinical and experimental 
findings are reported. 


METHOD 


The GSR to the tactile stimuli of pin prick 
and light touch was recorded with the help 
of a Grass electroencephalograph, model ITA. 
This method is unpublished and was sug- 
gested by Luther Mays(7), Capt., A. G. D,, 
A. U.S. The stimuli consisted of pin prick 
f moderate intensity, and of light touch 
with a hair brush, as commonly employed 
The 
test was designed for the greatest simplicity. 
No attempt made to use stimuli of 
different intensities. This approach seems 
to be experimentally valid since the GSR 
showed little difference between the pin 
prick of moderate and of extreme intensity; 
in fact the galvanic skin response was quite 
similar when such different sensory modali- 
ties as touch and pain were tested. There- 
fore, and in consideration of the present 
clinical problem an “all or none” response 
seemed more satisfactory than the employ- 
ment of a quantitatively graded test. 

During the test the patient, with eyes 
closed, either rested mmfortably on a bed 
or sat in an easy chair. All disturbing noises 
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and conversation were avoided, and all com- 
munications between the administrator of 
the stimuli and the technician were made by 
hand signals. The bioelectric currents were 
obtained from a normal palm, and in the 
rare instances of hyperiodrotic palms from 
the forearm. The electrodes were the small 
solder electrodes, which are standard in 
electroencephalography. Electrode-jelly was 
applied to the palm and the active electrode 
secured over it with adhesive tape. The 
neutral electrode was fastened in similar 
fashion to the forearm, with the exception 
that the skin under this neutral electrode was 


] 
fc | 


ME /N SECONDS 


Fic. 1.—Galvanic skin response recorded with 
Grass electroencephalograph. Normal subject. 


I. Curve with subject relaxed. 

At A: response to repetition of two digits. 

At B: response to loud noise. 

At C: subject was asked whether she considers 
herself normal. 


lightly scratched to connect this electrode 
to the body fluids. Push pull recording was 
used. It proved advantageous to employ 
attenuations from 7 to 10; to fix the low 
frequency filter on medium (M) and the 
high frequency filter on four (4) in order 
to filter out muscle action currents. The 
curve which was obtained by this method 
is illustrated in Fig. 1. It is a fairly straight 
line with only occasional flat sways. The 
great variety of stimuli which regularly pro- 
duces such GSR were: flashes of light ; sud- 
den noises ; talking to the patient, particularly 
with mention of emotionally exciting issues ; 
and mental tests, such as repetition of digits. 
Such fluctuations were also seen after cough- 
ing, throat clearing and sighing. Occa- 
sionally fluctuations occurred without any 


known stimuli. All these stimuli are known 
to elicit the GSR and have been reported by 
Landis(8, 9) and others. 

The stimuli used for the experimental test- 
ing of tactile functions—.e., pin prick and 
light touch of normal areas—always elicited 
the same and typical deflection from the base 
line. Stimuli were applied after all deflec- 
tions of the curve disappeared and the base 
line was flat. When testing fingers and 
toes with a pin one must take care to avoid 
movement of the limb. The latency between 
stimulus and response was from 1-3 seconds, 
which compares well with the galvanic skin 
response recorded by standard methods. In 
a number of patients skin resistance was 
tested by Richter’s(10, 11, 12, 13, 14) 
method and the relation of sympathetic and 
sensory function compared. The electro- 
encephalograph appears to be a very suitable 
instrument to record the GSR, i.e., the bio- 
electric changes accompanying sweat gland 
and vascular activities characteristic of a nor- 
mally functioning sympathetic system. 


OBSERVATIONS 


Two groups of patients were chosen for 
examination of the GSR. In Group I, were 
ten? patients with traumatic anesthesias. 
This group I consisted of patients whose 
neurological examination left no doubt that 
they suffered from complete interruptions 
of the sensory pathways. Motor and sensory 
findings were typical of the respective or- 
ganic lesions. In all patients the organic 
character of the lesions was proved by sur- 
gical exploration. 

The GSR in this group is illustrated in 
Fig. 2. Stimulation of the anesthetic area 
(A) does not elicit any response, while 
stimulation of the normal area elicits the 
normal GSR (B). The same is true for 
stimulation of anesthetic (C) and normal 
(D) skin with a fine hair brush. Such clear 
differentiation was obtained in all ten pa- 
tients. The absence of GSR was observed 
only in the completely anesthetic zone. It is 
noteworthy that with the first return of sensi- 
tivity, vaguely corresponding to so-called 
protopathic sensibility the GSR reappeared. 

The GSR could also be obtained from 


2 Only 8 are here abstracted. 
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the hypesthetic areas surrounding the anes- 
thetic center. 

Group I.—Patients with complete lesions 
of sensory pathways of peripheral nerves, or 
of spinal cord. 


Case 1.—Traumatic 
nerve, complete. 

This patient was injured in combat on 24 Aug. 
1944 by a shrapnel fragment one inch above the 
right wrist. The median nerve was completely 
transsected and a typical median nerve paralysis 
and anesthesia resulted. The proximal phalanx of 
thumb and index finger and the volar area between 
them were completely anesthetic to pin prick and 
touch while the middle phalanges of fingers II, III 


neuropathy right median 


] 


TIME /N SECONDS 


Fic. 2—Galvanic skin response recorded with 
Grass electroencephalograph. 


Diagnosis: Traumatic neuropathy right median 
nerve, complete. (Case 1.) 

At A: Stimulation of anesthetic area by pin 
prick. 

At B: Stimulation of symmetrical normal area 
by pin prick. 

At C: Stimulation of anesthetic area by light 
touch. 

At D: Stimulation of symmetrical normal area 
by light touch. 


/ 


and the median half of the 4th finger and the corre- 
sponding areas of the palm were hypesthetic. On 
15 March 1945 a neurorraphy was performed and 
a large neuroma removed. 

On stimulation of the anesthetic area by pin prick 
and light touch the GSR could not be obtained; 
from normal areas it could be obtained. 


Case 2.—Traumatic neuropathy left ulnar nerve, 
complete. 

This patient was wounded in action on 31 Jan. 
1944 by shell fragments which fractured the left 
ulna slightly below the elbow joint. The patient 
had a typical ulnar nerve paralysis and anesthesia 
of the ulnar part of the hand. On surgical explora- 
tion, the ulnar nerve was found to be imbedded in 
dense scar tissue and a neurolysis was performed. 
The patient subsequently had some return of his 
motor function, but the anesthesia and hypesthesia 
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_ [Nov. 


remained unchanged. 


and volar areas 


A small portion of the dorsal 
at the ulnar edge of the hand was 
completely anesthetic to pin prick and touch, a 
small surrounding area was hypesthetic. Tests with 
the Richter dermometer method showed a clearly 
outlined area of high nerve 
distribution. 

The GSR could not be elicited by stimulation of 
the anesthetic area. 


resistance of ulnar 


CAsE 3.—Traumatic neuropathy of left brachial 
plexus, complete. 

This patient had a jeep accident on 21 July 1944 
which resulted in skull fracture and laceration of 
the brain, fracture of the scapula and of the trans- 
process of the 7th cervical vertebra. He 
suffered a complete avulsion of the nerve roots 
from C5 to Dr with complete flaccid paralysis of 
the muscles of the left shoulder and upper extremi- 
ties and marked atrophy of the involved muscles. 
The patient had a complete anesthesia to pin prick 
and touch of his upper extremity with the exception 
of a small area on the inner aspect of the forearm 
D2). Dermometric examination showed high re- 
sistance in the anesthetic area. 

GSR in the anesthetic area absent. 


verse 


Case 4.—Traumatic neuropathy of left 
nerve, complete. 


sciatic 


This patient was wounded in action on 1 Sept. 
1944. A rifle bullet penetrated his left thigh and 
severed the sciatic nerve. On 1 Feb. 1945 a neuror- 
raphy of the sciatic nerve was performed in an 
general hospital. On examination (10 
Mar. 1945) the patient had a complete paralysis of 
the muscles innervated by 
and tibial nerves. 


overseas 


his common _ peroneal 
He had complete anesthesia to 
pin prick and touch involving the areas innervated 
by the common and superficial peroneal, sural, 
calcanean, median and lateral plantar nerves; the 
central portion of this area was completely anesthe- 
ic; the border areas-hypesthetic. Dermometry 
findings in this patient were normal. 
GSR in the anesthetic area absent. 


Ss 


Traumatic 
peroneal nerve, complete. 

On 23 May 1944 a shell fragment penetrated the 
left thigh of the patient, resulting in paralysis of 
the common peroneal portion of the sciatic nerve. 
On exploration (17 July 1944) the common peroneal 
portion was found to be imbedded in scar tissue 
and had to be sectioned and sutured. On examina- 
tion (5 Mar. 1945) the patient had a complete pero- 
neal nerve paralysis. He had anesthesia to touch 
and pin of the lateral aspect of the lower leg sur- 
rounded by a hypesthetic zone. Dermometry re- 
vealed normal findings. 

GSR was absent in the anesthetic zone. 


CASE 5.- neuropathy, left common 


Case 6.—Traumatic neuropathy, right tibial 
and common peroneal nerve, complete; ischemic 
paralysis. 

This patient received a gunshot wound of the 
upper thigh with injury of the femoral artery, 
formation of an aneurysm and lesion of the tibial 
and common peroneal nerves. The patient had a. 
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complete paralysis of all muscles of his foot with 
marked atrophy of the lower leg and foot. There 
was anesthesia to pin prick and light touch of the 
toes, the sole and the anterior third of the dorsum 
of the foot and the lower half of the lateral aspect 
of the foot. 

The GSR could not be elicited in the anesthetic 
zone. 


Case 7.—Traumatic neuropathy right brachial 
plexus, complete ; ischemic paralysis. 

Patient was wounded in action on 7 Jan. 1945, 
by shell fragment which injured the right infra- 
clavicular region, resulting in an aneurysm of the 
axillary artery and paralysis of the brachial plexus. 
On 23 Jan. 1945 a false aneurysm of the axillary 
artery was removed, and the artery ligated. On 
examination, 21 April 1945, the patient suffered 
from a complete paralysis of muscles innervated by 
the musculocutaneous, radial, median and ulnar 
nerves with considerable atrophy of these muscles. 
The anesthesia to pin and touch corresponded to 
the segments from C5 to Dr. Skin resistance in 
the anesthetic area was high and clearly demarcated. 


Case 8.—Traumatic myelopathy at the level of 
the seventh dorsal segment. 

This patient was hit by shell fragment on 12 
July 1944, the missile fractured the 6th dorsal ver- 
tebrae and injured the spinal cord. On the same 
day a laminectomy at the 6th dorsal vertebra was 
performed and a complete transsection of the spinal 
cord at the level of D7 was found. On examination 
the patient had a complete spastic paraplegia in 
extension, incontinence of urine, loss of volitional 
urination, sexual impotence; knee and ankle jerks 
were hyperactive; abdominal and cremasteric re- 
flexes absent; on plantar stimulation the patient 
responded with a withdrawal reflex; there was 
complete anesthesia to all sensory modalities be- 
low D7. 

On tactile stimulation of the anesthetic zone, the 
GSR could not be elicited. 


The second group consisted of seven 
patients who responded to psychological 
trauma, mostly combat incurred, with hys- 
terical anesthesias and other hysterical symp- 
toms. The diagnosis in these patients was 
usually based on the following criteria: 


1. Neuroanatomically insignificant injury. 

2. Atypical, changing and bizzare motor and 
sensory findings. 

3. Lack of trophic changes. 

4. Normal reflexes. 

5. Frequent evidence of hysterical personality 
traits. 

6. Disappearance of 
therapy. 


symptoms after psycho- 


In all patients of this group a normal 
GSR could be elicited from the anesthetic 


2 


zone as well as from the normal areas; this 
is illustrated and explained in Fig. 3. 

Group II: Patients with hysterical anes- 
thesias. 


Case 9.—Hysterical bandshaped hypesthesia of 
left lower leg. 

This patient was wounded in action on 14 Dec. 
1944. A shell fragment caused a superficial wound 
of the anteriomedial surface of his left lower leg. 
The patient was able to walk 50 yards; then noted 
that his leg suddenly became completely paralyzed 
and numb in the shape of a band from the knee to 
the ankle. On examination the patient was able 
to walk and to stand on his toes but was able to 
execute only flicker-like movements of his toes on 


1 00 MIGRO-VATS 


TIME (N SECONDS 


Fic. 3.—Galvanic skin response recorded with 
Grass electroencephalograph. 


Diagnosis: Hysterical bandshaped anesthesia of 
left lower leg. (Case 11.) 

At A: Stimulation of anesthetic area by pin 
prick. 

At B: Stimulation of symmetrical normal area 
by pin prick. 

At C: Stimulation of anesthetic area by light 
touch. 

At D: Stimulation of symmetrical normal area 
by light touch. 


the examining table; otherwise the lower leg and 
foot were completely paralyzed. Knee and ankle 
jerks, cremasteric and plantar reflexes were normal. 
He had a bandshaped anesthetic zone from his knee 
to his ankle for all modalities. After hypnotherapy 
the patient recovered from his anesthesia and 
paralysis. 
GSR of the anesthetic zone normal. 


Case 10.—Hysterical anesthesia of irregular 
shape of the anterior aspect of the right lower leg. 

After one week in combat, patient received a 
superficial wound of his right lower leg. His leg 
was completely paralyzed following this injury and 
he developed a stocking type anesthesia of his 
lower leg. At the time of examination he had 
recovered some of his motility and walked with a 
bizarre gait lifting his foot very high from the 
ground. Knee and ankle jerks, abdominal, cre- 
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masteric and plantar reflexes were normal. He 
had a complete anesthesia of irregular shape of the 
anterior part of his lower leg. The patient seemed 
to be a tense, anxious individual who had con- 
siderable difficulty in maintaining an outwardly 
calm appearance. After two sessions of hypnotic 
treatment, all symptoms disappeared. GSR normal. 


CasE 11.—Hysterical anesthesia in 
right shoulder. 

Patient received a superficial wound of his right 
shoulder when hit by a shell fragment on 26 July 
1944. Afterwards he was unable to move his right 
shoulder in any direction and complained. about 
complete lack of feeling in the shoulder region, The 
motility of the shoulder returned gradually while 
the numbness remained up to the time of ex- 
amination. Neurological findings were completely 
negative except for a complete anesthesia to touch 
and pin of the right shoulder region, considerably 
varying in size. After discussion of his combat 
situation, the anesthesia disappeared. GSR normal. 


region of 


CasE 12.—Hysterical stocking anesthesia of right 
leg. 

This patient with 3 months of military service 
was accidentally injured while in target practice. A 
ricocheting bullet caused a depressed skull fracture 
of his right parietal bone; he was not certain 
whether he lost consciousness but there was a com- 
plete paralysis of his right upper and lower ex- 
tremities. The depressed fragment was removed 
and the dura found intact. On recovering conscious- 
ness after the operation, the patient regained all the 
strength in his arm but was unable to move his 
foot and toes, although he could walk, tiptoe and 
stand on his “paralyzed” foot. He had a complete 
stocking anesthesia up to his knees. Following a 
few orienting discussions he regained all his motor 
and sensory functions. GSR normal. 


Case 13.—Hysterical glove anesthesia of right 
forearm. 

This patient was wounded in action on 19 Dec. 
1944 when he received a perforating wound of his 
right forearm with a compound comminuted frac- 
ture of the ulna. Hg was in a cast for 10 weeks, 
on removal of the cast, he was unable to move his 
arm and hand except for some trembling motion of 
his fingers. When examined on 15 March 1945, no 
atrophy was found; biceps, triceps and radial jerks 
were normal. He had a glove type anesthesia for 
all modalities which cut off sharply at the shoulder 
joint. After some psychotherapeutic sessions the 
patient regained his motility and normal feeling. 


GSR normal. 


Case 14.—Hysterical anesthesia of left upper 
extremity. 

While in combat on 26 August 1944, this patient 
noted a complete paralysis and numbness of his 
upper left extremity after carrying a mortar piece 
strapped to his left shoulder for many hours. A 
diagnosis of complete brachial plexus paralysis was 
made and the patient was evacuated to the Zone of 
Interior. On examination on 15 February 1945, he 
was found to be unable to move the left upper ex- 
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tremity 
middle 


except for a flickering movement of his 
finger; there was no atrophy; biceps, tri- 
ceps and radial jerks were normal. He had a com- 
plete anesthesia of the whole arm and hand for all 
modalities. After three hours of hypnotherapy. the 
patient had normal use of his left upper extremity 
and complete return of his sensory function. GSR 
normal. 

Case 15.—Hysterical paraplegia and anesthesia 
below tenth dorsal segment. 

This soldier’s wife was admitted as a neuro- 
logical emergency. She developed a low back pain 
one day before admission. On the following morn- 
ing she suddenly lost all strength in her legs and 
fell. On admission she had a complete flaccid para- 
plegia of both lower extremities. She was com- 
pletely anesthetic below the roth dorsal segment. 
Her knee and ankle jerks could not be elicited. 
Abdominal, anal and plantar reflexes were absent. 
Rectal sphincter tone was normal. She was in- 
continent and unable to urinate voluntarily. The 
diagnostic possibilities of epidural abscess, hemato- 
myelia, transverse myelitis and hysterical reaction 
Lumbar puncture was performed. 
Initial pressure was 140; normal dynamics; total 
-nocells; WAR neg.; gold curve normal. 
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Blood and urine findings were normal. A cysto- 
metrogram revealed an atonic bladder. On the 
following day the patient developed a complete 


flaccid paralysis and glove anesthesia of her left 
upper extremity, which disappeared completely on 
the third day. In subsequent interviews it was 
learned that the symptoms developed when she 
learned of her return from overseas 
duty ; while he was gone, the patient had an illegiti- 
mate child. After one session of hypnotherapy this 
emotionally very unstable, suggestible patient lost 
her anesthesia and was able to move her legs and 
to urinate. GSR normal. 


husband's 


DISCUSSION 

In eight patients with complete traumatic 
interruption of the sensory pathway, the 
GSR could not be elicited by pin prick and 
light touch of the anesthetic areas. This 
indicates interruption of the reflex arc of the 
GSR which in its afferent part is identical 
with the sensory pathway. This identity 
of the afferent sympathetic pathway and the 
sensory pathway has been proved before in 
examinations of the vasoconstrictor response 
by Marquis and Williams(15), and Sturup, 
Bolton, Williams and Carmichael(16). 

The GSR is absent only if the stimulated 
area is completely anesthetic. In the hypes- 
thetic border areas a GSR could be elicited; 
furthermore it was possible to elicit it in 
patients with return of so-called protopathic 
sensibility. Thus the described method is 
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not suitable for testing of hypesthetic areas 
unless necessary quantitative refinements of 
the method and careful correlations between 
degree of hypesthesia and magnitude of the 
response can be worked out. 

In the hysterical patients the GSR could 
always be elicited from the anesthetic areas. 
This corroborates the results of Levine’s( 2, 
3) tests with hypnotised and hysterical pa- 
tients. It is in agreement with Williams and 
Marquis’ theoretical expectation that sym- 
pathetic responses (GSR and vasoconstrictor 
response) in hysterical anesthesia and in 
hypnotically induced anesthesia should not 
be altered; in the author’s opinion this is 
not contradicted by Sears(4) because his 
reported quantitative changes do not seem 
to be significant. 

The findings on hysterical patients cor- 
roborate Levine’s(2, 3) opinion that hysteri- 
cal anesthesias and hypnotically induced 
sensory loss are a result of inattention to the 
sensory input from the anesthetic area. There 
is no evidence for Hurst’s(17) and his col- 
laborators’ conclusion that hysterical persons 
may produce a block in the reflex are which 
results in abolition of the reflex. 

Among the patients tested in this series 
there was no clear-cut case of malingering. 
However, in some patients the degree of dis- 
sociation of the symptom was almost on a 
conscious level. In others with more definite 
hysterical reactions the degree of repression 
was more profound. The sympathetic re- 
sponses in “malingering” and “hysterical” 
reactions, however, were identical and did 
not permit any differential diagnosis between 
these two forms of maladjustment. 

The reported simple method of recording 
the GSR with the Grass electroencephalo- 
graph provides a practical objective differ- 
entiation between hysterical and organic 
anesthesia. The only other method which 
contributes to such a differential diagnosis 
is Richter’s dermometer test. It must be 
stressed that the measurement of skin re- 
sistance tests the capacity of a sympathetic 
response while the above described GSR 
method tests the tactile stimulus. From the 
current literature (Richter and collabora- 
tors)(10, 11, 12, 13, 14) and the experi- 
ences noted at Northington General Hos- 
pital, it seems that sensory and sympathetic 
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recovery do not always coincide. A pure 
test of the sensory function, therefore, is 
quite desirable. Of course, it is possible 
to examine the sympathetic function with 
the Grass electroencephalograph if the leads 
are placed in the anesthetic areas and thus 
the abnormal sympathetic “responses” in- 
stead of the sensory “stimulus” is tested. 
Such examinations on spinal cord cases are 
being carried out at present. 

In our patients the GSR was elicited by 
tactile stimuli and a differential diagnosis 
between functional and organic anesthesias 
was made possible. Naturally the method 
could be applied to other sensory disturb- 
ances as blindness and deafness. Further- 
more, the GSR can be used to detect actual 
blindness, or deafness, in patients who will 
deny their disease as described by Redlich 
and Dorsey(18). The usefulness of the 
method in such a case was suggested by 
Marquis(19). 


SUMMARY 


1. The galvanic skin response (GSR) 
elicited by pin prick and light touch was 
tested in seven patients with organic (trau- 
matic) interruption of the peripheral sen- 
sory pathway; in one patient with com- 
plete (traumatic) transsection of the spinal 
cord and in seven patients with hysterical 
anesthesias. 

2. A new method, of recording the GSR 
with the Grass electroencephalograph, as 
suggested by Luther Mays, is described and 
used. 

3. In patients with organic anesthesias 
due to complete peripheral nerve and com- 
plete cord lesions no GSR could be obtained 
on stimulation of the anesthetic zone by pin 
prick and light touch. 

4. In all hysterical patients the GSR 
elicited by stimulation of the anesthetic zone 
by pin prick and light touch was normal. 

5. Thus the described test offers an ob- 
jective method of differential diagnosis be- 
tween organic and functional anesthesias. 

6. The results of this investigation sup- 
port the thesis that functional anesthesia is 
a result of inattention to the sensory input 
from the anesthetic area. Such inattention 
(or dissociation) may be, in rare and ex- 
treme cases, of a conscious nature as in 
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malingering; or due to various degrees of 
repression from the conscious as in hysterical 
reactions. However, sympathetic responses 
in malingering and hysterical reactions do 
not differ. 
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SrupiEs IN Hippuric Acip SYNTHESIS DurING PsycHOsEs OF THE INVOLUTIONAL 
AND AcE Group* 
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INTRODUCTION 


The purpose of this investigation was to 
study the detoxifying function of the organ- 
ism, measured by its capacity to detoxify 
benzoic acid (Quick, 1940), in patients of 
the higher age group suffering from mental 
disorders. 

The idea that certain psychoses are, at 
least in part, associated with faulty detoxica- 
tion, is old. It was especially held that in 
certain toxic psychoses the cerebral function 
is secondarily impaired by liver damage. 
Hepatic dysfunction allows harmful inter- 
mediary products of metabolism to appear 
which would normally be disposed of other- 
wise; this may be one of the mechanisms of 
the production of mental disorder. A good 
deal of these discussions in the early German 
and French literature is purely hypothetical. 

It was only during the last twelve years 
that these concepts have assumed a more 
definite shape. Quastel and Wheatley (1933) 
demonstrated that commonly occurring 
amines which are normally detoxified in the 
liver inhibit the respiration of brain tissue 
like narcotic drugs. Quastel and Wales 
(1938) showed that the synthesis of hippuric 
acid as tested by the oral administration of 
sodium benzoate is impaired in catatonic 
patients. This important finding has been 
under discussion in much the same manner 
as that of Gjessing (1932) on the nitrogen 
metabolism in certain forms of catatonia; 
there is no agreement between subsequent 
investigators as to its validity (Strom-Olsen, 
Greville and Lennon, 1938, Davies and 
Hughes, 1940, Finkelman, Hora, Sherman 
and Horwitt, 1940, Michael, Borkovic and 
Looney, 1944). 

It is known that the capacity of the liver 
to detoxify sodium benzoate is normally 
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diminished in old people who show no path- 
ological physical or mental impairment 
(Rafsky and Newman, 1943). It was there- 
fore important to determine the detoxifying 
capacity in those patients who suffer from 
psychoses of the involuntional dnd senile 
period. 


MATERIAL 


Seventy-one patients were investigated, in 
whom there was no evidence of liver disease, 
and who showed no gross metabolic dis- 
orders on clinical examination and from fast- 
ing blood sugar and cholesterol levels. Forty- 
seven of these were 45 years or older, and 
30 of this group were in the seventh decade 
or older. Several patients were examined 
on repeated occasions, for instance before 
and after a course of electric shock treat- 
ment. Mainly those patients were chosen 
who during the involutional period or dur- 
ing old age showed either organic psychoses 
or affective disorders. Old patients with long 
standing chronic disorders such as schizo- 
phrenia were excluded. Only one of the pa- 
tients (No. 7, He) was bedridden because 
of myocardial disease, but without evidence 
of congestive failure. Those remaining had 
no physical sickness except for the common 
handicaps of old age. 


METHOD 


The instructions of Quick (1940) and 
subsequent investigators were followed. The 
patient was given a light breakfast and one 
hour later 1.77 gm. of sodium benzoate was 
injected intravenously over a period of 5 
minutes ; after this the patient was given two 
tumblers of water. The patient urinated or 
was catheterized, after exactly one hour, and 
amount of hippuric acid in the total volume 
of urine was determined. 


RESULTS 
The results are shown in Table 1. 
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might distort the interpretation. These are: pressure do not show more impairment 0j er 
physical disease, particularly liver diseases. hippuric acid than the remaining patients, Michae 
= > . . . . . rie . . 
renal insufficiency, variation in nutritional There are also some patients with evidence refuted 
tients 
TABLE I to deto 
Fat all it 
| Hip- | A.c Blood in bod: 
No. |Name Sex Age Wet.) Blood Diagnosis puric | blood | NPN jcholes Remarks a 
| | pressure acid | sugar terol cording 
x | Wi |°F | 48 | 105 | 110/70 | Depression 1.09 04 30 in dist: 
2! Be F | 35 125 nig .| Reactive depression 1.32 105 28 194 yuric 
S126. }.. Psychopathic personality 0.96 80 20 
4 Sw | F | 56 | 109 | 104/60 | Involutional melancholia 0.81 118 28 bodv Vv 
5 | De | F | 40} 100 ].........}| Morphine addict 1.40 88 29 - 
6} Le | F | 62] 147 | 130/70 Involutional melancholia 0.63 | 123 27 200 Ano 
7 He | F | 66 122 | 140/70 Involutional melancholia 0.68 107 37 : 
8 Br | F | 67 | 142 | 186/96 Depression 0.42 112 33 200 BSP 5% ot err¢ 
9 Mc F | 49 | 143 | 142/82 Reactive depression 1.30 147 28 : 
10 | St | F | 57 | 144 | 108/78 | Recurrent depression 0.95 118 17 251 during 
Il Gu F | 48 | 172 | 112/85 Involutional melancholia 0.48 137 23 248 k 
12| Ap | F | 31 | 113 | 100/70 Recurrent depression 1.20 )2 25 nocK 
13 Wi F | 64 | 132 | 130/7 Psychoneurosis 0.63 114 18 Bilirubin normal of hip 
14 Fi F 37 04 .....| Anxiety neurosis 0.90 o4 18 267 Bilirubin 0.25%, BSP 2% ‘ I I 
15 Se ae ee Bee | Anxiety neurosis 0.80 88 25 164 sodiun 
16 Ho F | 49 | 130 |.........] Schizophrenia, paranoid 0.57 % 
17 Pa F | 38 | 119 | 100/70 | Depression ; 1.03 88 31 water 
18 Wa F et O88 bias Involutional psychosis 0.64 104 26 183 BSP 6% 
19 Hi F | 35 | 119 | 100/70 Reactive depression 1.19 could 
20 Wo | F | 65 90 135/100 | Depression 0.58 109 29 139 BSP 2%, Bilirubin 0.3% 7 
21 Du F | 72 | 120 143/80 | Senile dementia 0.47 110 166 investi 
22 Bu F | 64 | I10 | 153/88 | Senile dementia 0.44 096 38 187 ae 
23 Sa F | 72! 92 | 125/58 Depression 1.06 79 25 122 urine 
24 Ho F 73 | 97 | 124/7 Senile dementia 0.18 04 17 180 hi yur 
25 Th F | 84 | 100 | 182/90 Senile dementia 0.43 130 15 129 PI 
26 Ma F | 62 100 | 156/70 Involutional melancholia 0.97 106 173 and oO! 
27 Co F | 64 | 116 | 230/100 | Hypertensive encephalopathy 0.68 83 22 126 
28 Co F | 68 | 103 | 125/70 Senile dementia 0.47 88 33 117 cases 
29 Ri F | 62 or | ........]| Depression 0.80 96 22 187 
30 Bo F | 71 98 | 104/58 Senile dementia 0.28 99 19 269 there 
31 We F | 69 | 133 138/58 Depression, parkinsonism 0.47 22 22 212 ; 
32 Br F | 67 | 157 160/95 Hypertensive encephalopathy | 1.02 can st 
33 | Ko F | 30 | to5 | 90/60 Depression 0.58 1i 
34 Sc F 72 146 150/70 Depression 0.97 80 207 cordin 
35 | Wa | F | 65! 097 155/85 | Involutional melancholia 0.70 | 106 Is 183 I 
36 Cl F | 45 | 123 | 135785 Reactive depression 1.05 88 I 225 nt 
37 O'B | F | 35 | ae | Epileptic equivalents 0.97 105 made 
38 Co ...| Anxiety neurosis 104 21 137 
39 | Am F | 43 | 142 | 145/100 Involutional melancholia 0.63 124 20 200 that tl 
40 Br M | 29 | 146 | 120/82 Anxiety neurosis 1.56 101 35 232 ‘ 
4! Do M | 30 | 126 | 150/90 Anxiety neurosis 0.900} 103 27 103 especi 
42 Gu M | 36 , 145 112/78 Recurrent depression 1.13 102 20 125 ° 
43 Wi M | 36 163 140/70 Anxiety neurosis 0.62 96 31 22 tein a 
44 Th M | 36 142 | 120/80 Psychoneurosis 1.26 103 25 170 . ° 
45 Du M | 38 | 153 | 130/90 Recurrent depression 1.33 110 27 188 tood 1 
46 El M | 38 | 143 | 120/80 Anxiety neurosis 1.10 101 20 149 liv 
47 St M | 38 | 130 | 130/80 | General paresis 1.40 07 40 219 iver. 
48 Da M | 40 | 167 | 120/85 Schizophrenia, paranoid 1.48 107 20 245 lived 
49 Ri M | 43 | 163 | 120/84 Anxiety neurosis 0.56 113 28 188 
50 Bo M | 44 136 | 138/90 Involutional melancholia 1.40 08 19 163 were 
51 Le M | 44 | 110 116/70 Reactive depression 2.22 85 20 190 s 
52 Ma M 51 | 134 | 130/80 Anxiety neurosis 1.04 105 22 214 | tric di 
53 | Jo M | 56! 140 | 140/70 Anxiety neurosis 0.69 97 40 219 
54 Co M | 57 | 165 | 112/70 Recurrent depressi mn 1.20 Q2 26 107 came 
55 Ba M | 58 | 121 | 130/80 Involutional melancholia 0.81 114 22 253 
56 Lo M | 58! 112 | 134/64 Compulsive obsessional state 0.54 105 30 180 they 
57 | Ac Involutional melancholia 0.85 86 32 236 
58 Dr M | 61 | 1390 | 174/76 Involutional melancholia 0.02 103 21 165 vincla 
59 Br M | 64 | 125 | 180/140 | Reactive depression 1.08 101 29 184 tion « 
60 Ro M 67 | 169 | 138/94 Depression 0.63 Bilirubin normal 
61 Mc | M | 68 | 144 | 210/120 | Hypertensive encephalopathy | 0.78 | 126 48 237 tal v; 
62 Fo M | 71 | 128 | 180/115 | Hypertensive encephalopathy | 0.40 80 30 118 
63 | Os M | 71 | 119 | 118/80 Compulsive obsessional state | 0.78 83 40 238 years 
64 In M 75 114 | 180/80 Hypertensive encephalopathy 0.68 67 31 166 < ‘ 
65 En M | 77 | 105 | 115/68 Senile dementia 0.24 97 28 210 » ho ir 
66 | Ry | M | 81 | 100 | 160/80 Hypertensive encephalopathy | 0.60 70 32 168 : - 
67 Ba M | 54 | 180 | 140/90 Involutiona! melancholia 0.75 105 222 ences 
68 De M | 60 | 176 | 190/110 | Recurrent depression 0.70 106 Is 141 Cons 
69 | Je M | 46 | 145 | 165/100 | Involutional psychosis 0.78 113 172 ons 
70 | Do | M | 65 | 138 | 126/82 Involutional melancholia 0.78 06 185 fact 
71 Mc M | 53 | st eras Recurrent depression 1.00 83 37 187 
body 


| Noy, 
amount 


its with 
up, but 
h blood 


nent of 


ients, 


vidence 


ibin 0.3% 


al 


1945 | K. STERN, E. G. 


HINDS AND B, 


A. ASKONAS 


327 


of nitrogen retention (Nos. 7, 22, 61, 63 and 
71) but a comparison of the NPN with the 
amount of hippuric acid synthetized shows 
that there is no correlation. 

It seemed even more important to evaluate 
the possible relation of the output of hippuric 
aid to the size of the patient’s body. 
Michael, Borkovic and Looney (1944) have 
refuted Quastel’s findings in catatonic pa- 
tients on the basis that no diminished power 
to detoxify could be found in schizophrenia 
at all if one made allowance for the variation 
in body size and corrected the findings ac- 
cordingly. In our series it was found that 
in distinction to an increasing series of hip- 
puric acid output the figures representing 
body weight were distributed fortuitously. 

Another equally important possible source 
of error is the amount of urinary excretion 
during the test. Machella, Helm and Chor- 
nock (1942) demonstrated that the output 
of hippuric acid following administration of 
sodium benzoate is related to the amount of 
water excretion during the same time. This 
could not be confirmed during the present 
investigation. In plotting out the volume of 
urine in comparison with the quantity of 
hippuric acid found in the cases of 60 years 
and older, it was seen that except for two 
cases within the higher range of excretion, 
there was no parallel, and these two cases 
can still be accepted as chance findings ac- 
cording to probability. 

In the present study no investigations were 
made with reference to nutrition. It is likely 
that the individual state of nutrition, the diet, 
especially the proportion and nature of pro- 
tein and various types of amino acids in the 
food influence hippuric acid synthesis in the 
liver. It should be noted that our patients 
lived under very varied conditions; they 
were either resident patients at the psychia- 
tric department of a general hospital, or they 
came from home especially for the test, or 
they were resident patients of a large pro- 
vincial mental hospital. Moreover the dura- 
tion of stay of the resident patients in hospi- 
tal varied from a few days up to several 
years. In surveying our material there was 
no indication whatsoever that these differ- 
ences in diet influence the results of the test. 
Considering these findings together with the 
fact that the results were independent of 
body weight, we may assume that gross dif- 


ferences in diet and nutritional state can be 
neglected in the evaluation of our findings. 

The standard of normal comparison is 
based on the reports in the vast literature on 
the subject, especially on those of Rafsky 
and Newman (1943) who obtained their 
results on physically and mentally healthy 
inmates over 60 of a New York old people’s 
home. We find that 24 of our 30 patients 
of 60 years or over excrete less than 0.85 
gm. This constitutes 80% as compared with 
24% of Rafsky and Newman. This means 
that, regardless of the type of mental dis- 
order, the number of patients with a faulty 
mechanism of detoxication is more than three 
times as high as in normal old people. This 
difference becomes even more striking if 
we separate the cases of senile dementia from 
the bulk, in other words, from the old pa- 
tients with affective disorders or with hyper- 
tensive encephalopathy. There are only 5 
cases of senile dementia in the present group, 
and they show conspicuously low values 
(highest 0.7, lowest 0.18 with an average 
of 0.33 gms.). This finding has to be in- 
terpreted with considerable caution because 
of the small number of patients and because 
they belong to the oldest group investigated 
(only 1 of these 5 patients is under 70 
years). If we, however, compare them with 
the remaining 5 patients who are older than 
70 there still remains a great difference 
(highest value 1.05, lowest 0.49 with an 
average of 0.78 gms.). If this finding could 
be confirmed in a larger number it would 
be important for the problem of senile de- 
mentia as a whole. Even then it would be 
difficult to evaluate the significance of these 
findings because of the numerous variable 
factors involved, and there is a great likeli- 
hood that a phenomenon like this is an un- 
specific concomitant of general biological de- 
cline rather than one of the specific “causes” 
of central nervous dysfunction. It has been 
pointed out that senile dementia is in its 
origin and course entirely independent of 
the patient’s general circulatory state, and 
that on the other hand hypertensive enceph- 
alopathy seems to be identical with the 
origin concept of “‘arteriosclerotic insanity” 
(Stern, 1941). The latter has a short course 
with dramatic fluctuations or is an entirely 
acute illness whereas the former presents 
a shallow gradual decline. Furthermore, in 
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the pathogenesis of senile as well as presenile 
dementia one can observe two components 
which may appear independently (Stern and 
Reed, 1945)—one of the “simple wasting” 
characteristic of ageing, and another one 
which can be partly reproduced by meta- 
bolic and nutritional disorders. 

Hence, in order to evaluate the present 
findings one has to investigate a number of 
factors. It was shown above that a gross 
obvious difference in diet can be eliminated 
as a source of error; nevertheless, one would 
have to make sure whether these patients 
with senile dementia eat less vitamins or 
more carbohydrate and less protein than 
people of the same age group who are offered 
the same diet. One would also have to com- 
pare the reduction of the weight of the liver 
commonly seen in old age with that of the 
liver in patients suffering from senile de- 
mentia. Furthermore, the water metabolism 
of these patients would have to be compared 
with that of a control group. Disturbances 
of the water metabolism in senile dementia 
have never been studied systematically. They 
may be one of the features of an entire 
syndrome of which the dementia is only a 
part; this is suggested by the histology of 
the cerebral lesions (von Braunmiihl, 1933, 
Alexander and Wu, 1935); on the other 
hand, under dehydration the hippuric acid 
test is grossly impaired (Quick, 1944). 

These are only a few notes to indicate 
the complexity of the factors involved. There- 
fore, for the time being we have to confine 
ourselves to the statement that the detoxi- 
fying power as determined by hippuric acid 
synthesis is very markedly impaired in this 
group of patients, and have to refrain from 
interpreting this finding. 

This investigation was made with the spe- 
cial purpose of studying only the problem of 
detoxication and not with reference to liver 
function in general. Therefore, no other liver 
function tests were carried out. Only oc- 
casionally, when there was a low value of 
hippuric acid, was the liver function checked 
by the bromsulphalein test and_ bilirubin 
values in the blood, and no impairment was 
found with these methods. 

The findings in those cases in which the 
hippuric acid test was carried out at different 
stages of their illness are inconclusive. These 


will be followed up in a study on a broader 
basis. However, one case is noteworthy; jt 
is that of a woman (Jo. 42 years) with 
neurosyphilis who, during an extreme state 
of psychomotor excitement and under 09. 
dium amytal anesthesia conjugated only a 
trace of hippuric acid (urinary excretion 
and 6 days later, while she hag 
become quiet and rational after electric shock 
treatment, had a normal hippuric acid con 
jugation (1.00 gms. urinary excretion 
ces.). She had not gained any weight dur. 


262 ccs.), 


. 
e 
a 
eee 
at 
0 
e 
+ + 
oo 70 80 90 


Age yrs 

Fic. 1—The age of the patients is plotted out in 
comparison to hippuric acid excretion. There is a 
definite tendency to decrease with advancing age. 


ing these days; on the contrary there had 
been a loss from 80 to 76 pounds. 

This study warrants a systematic continua- 
tion; experiments with controlled diet and 
follow-up studies of single cases through 
various phases may throw more light on 
the significance of the present findings. 


SUMMARY 

The detoxifying capacity of the organism 
during psychoses of the involutional and 
old age period was investigated by Quick’s 
intravenous hippuric acid test. Seventy-one 
patients were studied, 48 of whom were 45 
years and older; 30 of these were 60 years 
and older. 
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Evidence of faulty detoxication was pres- 
ent in more than three times the number 
of patients of 60 years and older, than had 
been found by previous investigators in men- 
tally normal people of the same age group. 
Moreover, a small group (5) of cases of 
senile dementia had conspicuously low values, 
even when compared with patients of the 
same age suffering from affective disorders 
or from hypertensive encephalopathy. 

A comparison of these cases among them- 
selves shows that gross differences in diet 
and nutrition, differences in body weight, in 
blood pressure and in urinary excretion can 
be neglected as sources of error. 

The significance of these findings is dis} 
cussed. 
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PSYCHOANALYSIS AND THE UNCONSCIOUS ' 
KNIGHT DUNLAP, Pu.D., Los Ancetes, Cautr. 


I. THe FOUNDATIONS OF PSYCHOANALYSIS 


The invention of psychoanalysis (or psy- 
chanalysis) is credited to Sigmund Freud, 
a Viennese physician who died a few years 
ago. There was, however, nothing in Freud's 
system which had not appeared in super- 
stitions which were common several cen- 
turies before the beginning of the Christian 
era. Freud contrived the first system to 
which the name “psychoanalysis” was ap- 
plied ; but later, other sects of the cult devel- 
oped, much to Freud’s annoyance. The 
theories (or postulates) on which Freud 
founded his cult included: (1) The postu- 
late of an unconscious mind or of an un- 
conscious stratum of the mind. (2) The 
postulate of repressed desires, often called 
repressed ideas as entities exerting energies. 
(3) The postulate of an erotic life-force: 
the libido. This third postulate is somewhat 
inconsistent with the second, but perhaps 
Freud might have resolved the inconsistency 
if he had been interested in it. (4) The 
postulate of dream-contents as symbols of 
repressed desires. From the Freudian habit 
of applying the term “sexual” to erotic, 
parental, filial and genital topics in a com- 
prehensive manner, he came to call his postu- 
lates taken together, the “‘pansexual theory” ; 
which he considered the most important 
discovery of modern times and compared 
it with the discovery of the sources of the 
Nile (a comparison which might well be 
psychoanalyzed by applying Freud’s own 
methods ). 

We will discuss these postulates briefly 
in the order in which we have listed them. 

1. The “unconscious” can be understood 
only by relating it to the “conscious mind” 
of the psychoanalyst’s conception. Desires 
and ideas are conceived as entities, which 
can be filed away, like letters in a filing 
cabinet, and brought out later for examina- 
tion. This is a concept of the older German 


1 Condensed, with permission of the publisher, 
from the final chapter of my book, Personal Ad- 
justment, Maladjustment and Readjustment, to be 
published by McGraw-Hill Book Company. 
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psychology derived from the philosophy 9 
Wolfe; Wundt accepted it and called thes 
entities “psychic objects.” 

The postulate of an unconscious stratum 
of the mind was quite popular in Freud’ 
generation; it had introduced into 
modern philosophy by von Hartmann, who 
derived it from Schopenhauer. The notion 
was adopted by literary men and poets, and 
an excellent presentation of the concept is 
to be found in Sydney Lanier’s poem, “The 
Marshes of Glynn.” Janet, f time, 
adopted the notion of an “unconscious” 
stratum of the mind, but soon abandoned 
the notion as being of no value for abnormal 
psychology, either in theory or in practice, 
Kreud sometimes admitted that he derived 
the notion from Janet, and sometimes denied 
the indebtedness. 


been 
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The postulate of the “unconscious” is 
accepted by all sects of psychoanalysis, and 
is rejected by psychologists for the same 
reason for which the “conscious mind” of 
the psychoanalyst is rejected. Since William 
James, American psychologists have distin- 
guished consciousness from the contents (or 
data) of consciousness, and have considered 
an idea to be not an entity but a process of 
the response type. To reject the concept 
of the “unconscious” is to reject psycho- 
analysis in toto. 

2. Repressed desires are merely psy- 
choanalytic substitutes for the devils which 
our forefathers believed could “possess” 
beings. Freud and his followers 
adopted the notion that ideas have energies, 
and exert their energies. This is the con- 
cept of ideés forcées, which appeared in 
French philosophy in or near the 18th cen- 
tury. Janet seems to have adopted the no- 
tion in his doctrine of “psychic tension,” 
although Janet’s explanations are both con- 
fused and confusing. It is possible that 
Freud derived his notion from Janet, along 
with the notion of the “unconscious.” 

Devil possession was the popular explana- 
tion for mental aberration in ancient periods, 


and the belief in devil possessi ill exists, 
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even in the United States. That the re- 
pressed desires of the psychoanalysts which 
they believe upset persons, and try to escape 
from the “unconscious” stratum of the mind 
into the “conscious” areas, are the same 
energetic devils as those of ancient folklore, 
should be clear to any student of mythology. 
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3. Concerning the mythical libido, there 
is little that need be said, except that it is a 
successor to the psyche (life-stuff or life- 
energy) of the ancient Greek culture. The 
Greeks, however, did not assume that the 
psyche was fundamentally an erotic force. 

4. The postulate that dream-contents are 
symbols of repressed desires is a combina- 
tion of Plato’s theory of dreams with notions 
of scholars of the 19th century who misin- 
terpreted religious symbols. Plato’s theory 
of dreams is presented in the first section of 
the ninth book of the “Republic” (Loeb 
Library, The Republic, Vol. Il, pp. 335- 
337). Plato’s theory differs from that of 
Freud by assuming that there is no repres- 
sion during sleep, whereas Freud assumed 
that the repressing factor (the censor), is 
only partially inactive during sleep, so that 
\the repressed desires appear as “symbols” in 
dreams. That dreams such as Plato describes 
appear sometimes is admitted by most psy- 
choanalysts ; but such dreams are deemed to 
be exceptional. 

For the erotic interpretation of religious 
symbols, many of which were not erotic 
when they first appeared, one can turn to 
writings such as those of A. H. Layard 
and Payne Knight. Many of the symbols 
to which these misguided scholars gave 
erotic interpretations were really symbols 
of reproduction, which is not the same 
thing. This confusion of reproductive and 
erotic processes was continued by Freud, and 
is continued still by many of his disciples. 

Freud’s interpretation of symbols followed 
the principles which were adopted by the 
misguided scholars who were unfamiliar 
with the histories of the symbols. Anything 
long was a symbol of the male organ, and 
anything hollow was a symbol of the female 
organs. The Latin cross was a phallic sym- 
bol, although reference to it as “the tree” 
should have shown the symbolists their error. 
Freud extended the symbolism by including 
processes of which one dreams. Thus, going 


upstairs is a symbol of coitus, and fall- 
ing as dreamed is the same symbol. Some 
of Freud’s interpretations were based on 
vulgar expressions among German-speaking 
peoples. While all sects of psychoanalysis 
seem to accept symbolism, it is not inter- 
preted by all sects as erotic. Adler’s sect 
seems to have diverged in that way; but 
Jung and his disciples did not. 

Since the fundamental postulate of psy- 
choanalysis, in which all sects agree, is that 
of the “unconscious mind” ors the “uncon- 
scious,” we may well revert to that topic, 
and consider the ways in which the ad- 
jective “unconscious” is used currently in 
popular speech and writing. That these 
usages are due to corruption of the popular 
beliefs by psychoanalysis is possible; but 
on the other hand it is possible that the 
psychoanalytic doctrines were suggested by 
popular usages of the term. 

1. Something perceived, thought of, or 
felt, but not recalled later is said to have 
been “unconscious,” although students in 
elementary psychology learn that this con- 
clusion is fallacious; that one makes many 
conscious responses, the contents of which 
are not remembered and not even recalled ; 
that retrograde amnesia is not confined to 
pathological cases, but is a feature in the 
lives of normal persons also. 

2. The unexplained or inexplicable is 
sometimes said to be “unconscious.” One 
does something, thinks of something, or feels 
in a certain way, but does not know how he 
came to act, think or feel in that way; so he 
says he acted, thought or felt ““unconsci- 
ously.” Failure to recall a penultimate idea 
which by association brought up the final 
idea does not indicate that the penultimate 
idea was “unconscious.” 

3. Impulsive actions are often called “un- 
conscious.”” One says, “I unconsciously 
turned to the right,” meaning that he turned 
without intention, without plan or without 
definite purpose. One of these expressions 
would better designate the process. 

4. In another usage, “unconscious” means 
inattentive, but does not indicate absence 
of consciousness. The statement, “I walked 
unconsciously, thinking of something else,” 
does not mean that the person was walking 
in an “unconscious” condition; if he was 
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thinking, he was conscious, since thinking 
is one way of being conscious, as psycholo- 
gists use the term “conscious.” A correct 
statement would be, “I was thinking of 
something, and not attending to my walk- 
ing.” We come across statements which 
seem to imply “unconscious” seeing or hear- 
ing, when the actual meaning is inattention 
to certain items in the visual field or in- 
attentive perception of certain sounds. At- 
tention is always selective, and attention to 
one item usually precludes attention to other 
items. 

5. Reactions which have become auto- 
matic ; that is, which have become so habitual 
that no process which could reasonably be 
called “thinking” need intervene between 
stimulation and action, are sometimes called 
“unconscious.” Such automatic actions may 
be terminal features of responses which are 
either perceptual or ideational. Thus, if one 
person makes a move as if to strike another, 
the second person may put up his hand to 
avert the blow, or may dodge to escape it, 
with no intervening thought such as, “He 
is attacking me,” or, “I must dodge,” oc- 
curring. That the person would seek to 
escape the blow unless he were conscious 
of the threat is an absurd assumption. To 
assume that habitual perceptual responses 
are “unconscious” would lead to the con- 
clusion that all conscious responses are 
“unconscious.” 

6. There is one usage of the term “un- 
conscious” which is fundamentally sound, 
although misinterpreted by psychoanalysts. 
If an item of which you were formerly con- 
scious cannot be ‘recalled, you are uncon- 
scious of that item, no matter what else 
you may be conscious of. If you can imagine 
the item after someone has described it to 
you, then you are conscious of it, even if 
you do not remember it; but so long as you 
cannot imagine the item, you are uncon- 
scious of it in the psychological sense of the 
term “unconscious.” To say that what you 
could not recall at one time, but later could 
recall, was “in the unconscious” in the 
intervening period is, to use metaphorical 
language to express the simple fact that 
whereas at one time you could not make the 
conscious response of recalling the item, you 
could later make the necessary response. 
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For one who believes that contents of con- 
sciousness are “psychic objects,” which can 
be preserved like letters in a file, the lan- 
guage of course is not metaphorical. The 
“unconscious” it seems is believed by psy- 
choanalysts to be a stratum of the mind in 
which psychic objects are kept on file, but 
this tenet of faith is rejected by psychologists, 

Considering the general features of psy- 
choanalysis, we may point out that explana- 
tion in terms of supernatural concepts has 
its advantages. For one thing, the explana- 
tions are final, since they are based on 
concepts behind which it is forbidden to go. 
The old-time explanation of behavior in 
terms of instincts had this advantage; what 
is an instinct and how does it determine 
behavior? Well, an instinct is whatever is 
necessary to produce the behavior. In the 
same way, a devil possessing a person is a 
being able to produce the responses it actu- 
ally does produce. Behind such explanations 
one could not go. To doubt the reality of 
devils and their possession of human beings 
is heresy. In the same way, from the psy- 
choanalytical point of view, to doubt the 
“unconscious,” the libido and the energetic 
action of repressed desires is heresy. The 
old theological doctrine, must believe 
in order that you may understand,” has been 
adopted by the psychoanalysts. If you do 
not accept psychoanalysis, you cannot pos- 
sibly understand it, is the statement often 
encountered. “‘Lord I believe, help thou my 
unbelief” is the theme. 

Psychoanalysis, derived from ancient su- 
yerstitions, is really a religious cult, and 
patients are required to accept its tenets in 
order that they may be cured. Critics such 
as myself are not regarded as competent 
because they obviously do not accept the 
tenets of the cult. If one claims that he 
has no repressed desires, the answer is: You 
have no conscious desires which are unsatis- 
fied. That proves that the desires are re- 
pressed ; if they are not conscious then they 
must be unconscious. 

Psychoanalysts, of course, do not admit 
that their devils are supernatural beings, 
but claim them as natural features of the 
human being. In the same way, ancient 
peoples assumed devils as entities of the 
natural world, interacting with human beings 
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in a natural way. The distinction between 
the natural and the supernatural had not 
been made by the ancients. Any force or 
entity which was believed to exist, and to 
have causal relations with the natural world 
was conceived as “natural.” In similar 
fashion, persons in central Pennsylvania who 
believe in “hexing,” and who may employ 
a professional “hexer” to put a “hex” on an 
enemy ; or may employ a “hexer” to counter- 
act a “hex” which he believes has been put 
on him, consider “hexing’”’ as a procedure 
which is as natural as is the procedure in 
canning fruit or stirring up a cake. 

It is only from the scientific point of view 
that the distinction is drawn between the 
natural and the supernatural. When you 
call a belief in some entity or some occur- 
rence superstitious, you mean that you do 
not believe that the alleged entity exists, or 
that the alleged occurrence was real. You 
would readily admit that the content of the 
belief you call “‘superstitious” is superna- 
tural. On the other hand, you might be- 
lieve in some entity, the existence of which 
can neither be proved nor disproved, in 
which case your belief could not be classed 
as superstitious. Theologians have long 
differed as to whether the God in whom they 
believe is a natural Being or a supernatural 
Being. Since neither the existence nor the 
nonexistence of God can be proved scien- 
tifically, the belief of neither group can be 
called “‘superstitious.’’ Psychoanalysts, on 
the other hand, agree that the devils in 
which they believe are natural, just as did 
their ancient predecessors, and as the be- 
lievers in “hexing’’ consider the procedure 
to be natural. From the point of view of 
psychology, however, the concepts of the 
“unconscious,” of the libido and of the 
devilish “complexes” are concepts of super- 
natural entities and forces, and belief in 
these concepts is superstitious. 

. There are two advantages of explanations 
based on'concepts of the supernatural. First, 
a practitioner who follows the tenets of a 
religious cult is less apt to be exposed as a 
charlatan than is one who is presumed to 
base his work on scientifically established 
facts and principles. Obviously, persons who 
are not well educated are not able to probe 
into the alleged supernatural bases of phe- 


nomena, although persons of better educa- 
tion may be sceptical. In ancient times a 
person who was semantikos (skilled in the 
interpretations of omens) had a soft racket. 
Religious medicine today has even a softer 
racket. 

Second, in modern times, employment of 
a supernaturally based system does not re- 
quire high intelligence or high education. 
In ancient times, on the other hand, a seman- 
ticist, or an oracle maker had to be both 
intelligent and well educated. His clientele 
was made up, for the most part, of men 
of importance: generals who wished to know 
when and where to attack the enemy ; rulers 
presenting problems of state; wealthy men, 
in a period when wealth went with intelli- 
gence and education. The maker of oracles, 
moreover, had to be well oriented in regard 
to current events in foreign lands from which 
personages or their deputies might come to 
consult the oracle, for devoid of sound infor- 
mation, the oracle maker might be caught 
in a serious slip. The oracle maker also had 
to be shrewd enough to formulate his oracles, 
the statements ascribed to the god, in such a 
way that they would be valid, however the 
events might turn out. 

The oracle given from Delphi to the King 
of Lydia to the effect that if he fought the 
Persians a great empire would be destroyed, 
was a safe guess; but it was safe because 
the maker of the oracle (as distinguished 
from the pythoness who gave it), knew 
enough about both nations to be fairly cer- 
tain that in any event, one of the combatants 
would be destroyed. No stupid person deal- 
ing with such clientele could have “gotten 
away with it.” 

The routine semanticists who read the 
omens from the entrails of sheep or other 
animals sacrificed, perhaps, did not have 
to be so smart or so well informed; but 
they had to be well up on the practical 
aspects of the situations for which they read 
the omens, in order to maintain their repu- 
tations and protect their rackets. If one 
read the omens as favorable to attack on 
the enemy, and then disaster occurred, his » 
reputation declined and his racket was 
imperiled. 

Whatever may have been the require- 
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and exorcists (casters-out-of-devils), no 
such requirements are laid on their succes- 
sors. Al! that a psychoanalyst needs is a 
“union card” (an M.D. and admission to 
practice), followed by memorization of the 
terms and the tenets of the cult. 
M. D.’s with no previous training have ac- 
complished this in less than two months. 
Training in medicine? The kind of medical 
training is of little importance, because the 
psychoanalyst, however trained in medicine, 
does not use his medical knowledge or medi- 
cal skill, but depends on his psychoanalytic 
theories. 

“Explaining” phenomena on a superna- 
tural basis produces complications. Cults 
split into sects, based on subsidiary con- 
cepts and postulates. As schisms appear, 
the public is apt to become more sceptical, 
because of motivation to look behind the 
supernatural explanations to find what facts, 
if any, the myths really represent. The very 
development of psychoanalysis may indeed 
weaken it, and prepare for its elimination. 
What protects it is its lucrative aspect, for 
it is far more profitable than were any of 
the ancient systems of magic. 

The development of a miraculous concept 
may lead to the assimilation of factual ma- 
terials, quite aside from the explanations 
given. The concept of a Zeus beginning 
storms by hurling thunder bolts from a 
mountain top was based on valid observa- 
tions. Thunder stofms are more frequent in 
mountainous regions than on lowlands. In 
the regions in which the Zeus explanation 
grew up, it was noted that rains commenced 
in the higher mountain areas and might 
extend to the lowlands, and that clouds 
hung around the mountain peaks. Locating 
the thunder god on Mt. Olympus, Mt. Sinai, 
Mt. Ida or whatever high mountain was 
adjacent to the area, represents a connec- 
tion of factors in storm-production which is 
accepted today by meteorologists. The con- 
nection of these factors, however, was not 
explained by the superstition, but on the 
contrary, explanation was hindered thereby. 

Psychoanalysts also have assimilated to 
their concepts and postulates a number of 
facts well known to psychologists, along with 
popular notions which psychologists reject. 
The established facts, however, are distorted 


Some 
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by assimilation to a superstitious theory, 
No important psychological facts have been 
discovered by use of psychoanalytical meth- 
ods, except insofar as psychoanalysts have 
discovered things of which they were previ- 
ignorant, but which were familiar 
to psychologists and other educated persons} 
All myth-making involves the absorption 
into the myth of established facts, and the 
absorption of other myths. 


ously 


II. APPLICATIONS OF PSYCHOANALYSIS 


Freud developed his system primarily for 
the treatment of hysteria which was fre- 
quent in occufftnce in his era, although for 
reasons which are well known it is a rarity 
at present. Freud seems to have first at- 
tempted the hypnotic therapy of Charcot and 
Janet, but not being a good hypnotist he 
abandoned that method and apparently was 
influenced by the method of psychological 
analysis which the Swiss physician, Dubois, 
had developed. By combining this method 
with ancient superstitions, psychoanalysis 
was created. 

Applications to other than therapy soon 
appeared. Not only religion, but also art, 
history, mythology and eventually geometry 
were “explained” as products of desires re- 
pressed into the “‘unconscious.’’ The symbol- 
ism developed for interpretation of dreams 
was extended to “explain” the accidents and 
bunglings of “Every Day Life.” In Freud's 
book by that title there are many enter- 
taining stories related in which the obvious 
psychological explanations are ignored, psy- 
choanalytic “explanations” being substituted. 

Many persons are more interested in the 
problem as to whether psychoanalysis, when 
applied to pathological cases, really “works,” 
than they are in the critical consideration of 
its principles. Many “cures” of psychopathic 
conditions are claimed by psychoanalysts and 
are often documented by case-histories. As 
Janet has said, no accumulation of case- 
histories can possibly prove the validity of a 
psychotherapeutic theory, since rival systems 
have equally impressive collections of case- 
histories. Janet further says that it is prob- 
able that all systems of psychotherapy suc- 
ceed with some cases. The difficulty with 
case histories is that they do not describe 
the actual techniques, but only those parts 
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which bear on the tenets of the cult. As 
Janet says, most systems do much the same 
things with their patients. Among thése 
methods are: 


Indoctrination—teaching patients the tenets of 
the healing-cult. This may be intellectually 
stimulating, and may distract the patient from 
his troubles. 

Sympathy, which the patient craves, even if he 
pays for it. 

Belief in the curative effects of the system. That 
faith is an important factor, every general 
practitioner knows. Induction into a healing- 
cult is comparable in its effects to initiation 
into the ancient mysteries. 


A method which is restricted to psycho- 
of xfer”: erotic attach- 


1s th; 


ment of the patient to the practitioner. Such 
“transfer’’ may be helpful in some cases, as 
a change in the patient’s desires, but is ,a 
dangerous procedure in any case. There is 
however a practical advantage. 
tient is “in love” with the practitioner, he 
will continue treatment as long as possible 
in order to be in the company of the beloved 
one. 


If the pa- 


Further questions in regard to case-his- 


tories include the following : 


1. Was the patient really “cured,” or were his 


symptoms merely altered? 


2. Was the patient really afflicted with the disorder 


attributed to him? In cures reported by 
some religious healing-cults, there apparently 
has been no competent diagnosis; the patient 
thought he had such and such a disorder, 
and reported himself as “cured.” (This may 
not be true of psychoanalyzed cases.) 


3. If the patient was not “cured,” was his condi- 


tion made worse? 


As regards the evi L psychoanaly- 
sis, there are several points which should be 
considered, in addition to the danger of 
“transfer.” 


1. The characteristic trait of psychopathic patients 
) is introspection (self-examination). This 
trait is increased by psychoanalytic techniques, 
especially if the patient is instructed to in- 
trospect in periods between interviews. The 
technique may develop the trait in a patient 
previously free from it. Removal of this 
trait is a difficult task for the psychologist. 
Often a neurotic patient who develops the 
introspective trait becomes an introvert, and 
since he avoids contact with other persons, 
he may appear to be curéd—he is less trouble- 
some to other persons, but is still a neurotic. 


2. A “complex” built up in a patient may be 
) accepted and become an obsession. The case 
may then be abandoned by the psychoanalyst 
and is a difficult case for a psychologist, who 
has to undo the work of the psychoanalyst 
in order to gain a start. I have found these 
cases the most difficult of the ones left for 
psychologists to care for. The abandonment 
is sometimes due to the practitioner’s inability 
to deal with the case ; sometimes to the simple 
fact that the patient had become unable to 
pay the fees for treatment. 


Some years ago I presented a paper before 
the American Psychological Association in 
which I advanced the theory that if a “com- 
plex” were built up in a patient and his 
sources of worry were associated with it, 
being used to build the devil’s nest, as it 
were; and then the devil were exorcised, it 
might take the nest with it and all would 
be well; but that if the devil could not be 
exorcised, then the condition of the patient 
would be worse than before. At the end 
of the session, the then head of the Boston 
Psychopathic Hospital came to me to say 
that what I had presented was not a mere 
theory, that they had many cases of the 
sort I had described. Since then, I have 
encountered such cases myself. 


III. THe ProBLEM oF REPRESSION 


The principle which seems to be approved 
by all sects of psychoanalysis is that desires 
shouldgnot be repressed, since repressing a 
desire Shoves the ‘unconscious’ 
cess-pool of the mind where its energy is 


still operative and where it may be more 
damaging than if it were in the “conscious 


in fact, a desire is damaging only when it is 
repressed. 

While there are desires which are sound 
and sensible, which can be satisfied without 
difficulty and which should be satisfied, there 
are other desires, the satisfactions of which 
are impracticable. For some of these de- 
sires, satisfaction would be stupid or silly; 
for others satisfaction would involve injus- 
tice to others, and satisfaction of some other 
desires would be dangerous. What is a 
person to do when afflicted with a desire, 
the satisfaction of which is impracticable? 

»*sychology advises him to repress it, but 

sychoanalysis says no! 


mind.” By the implications of some on it) 
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AND THE UNCONSCIOUS 
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Suppose for example one is in a small application of the technique of “negative 


social group to which a child is being shown 
off by having him play the piano. In such a 
situation one may well have the desire to 
arise and say in a loud voice, ‘Phooey! 
This is terrible!” Such conduct, however, 
would wound the feelings of the child and 
his parents, and would be socially disad- 
vantageous to the performer. What a nor- 
mal person does in such circumstances is to 


practice.” 
4 The worst way in which to combat a 


desire is to make a direct effort to stop it) 
Effort is as inefficacious for this purpose as 


it is in other instances. The failure of effort 


to cease desiring is probably the source of 
the psychoanalytic doctrine that repression 


is dangerous. What the psychoanalysts mean, 
in their confused way, is that_effort to re 


chuckle to himself‘and think how much fun press a desire is damaging, because th A 
it would be to make the remark, but he effort does not repress it, but keeps it aliv cussi 
doesn’t make it. He now has an idea of a_ and causes it to receive even more attention.| yiqu; 
course of action, but the desire has ceased. If by effort to repress a desire it could real occu 
A desire to murder some one may be han- be made unconscious, then effort would 1 prot 
dled in the same way. One may still have something of which we would highly approve, Ang! 
the idea that the murder would be beneficial, for a desire which is unconscious is one that § cent 
but will have no desire to commit the murder. has been eliminated. [Efforts to repress, § ing 
The only thing to do about a desire, the however, do not result in repression. mett 
satisfaction of which is impracticable, is to ? Desires can be damaging or beneficial 1942 
get rid of the desire (to repress it), since only when they are conscious. The desires § was 
a desire is a regponse-pracess for modern which promote the work of artists are called wert 
psychologists, not a thing. When the process “unconscious” by the psychoanalysts, but f muc 
ceases, the desire is gone. To repress a de- are really conscious, in the psychological was 
sire, it may be useful to look at it from the — sense of the term “conscious.” The interest mail 
humorous point of view. Another method of children in fairy-tales was said by one of be s 
is that which psychoanalysts call “‘sublima- Freud’s duller associates to be due to the inva 
tion”—turning the attention away from the “unconscious” desire of the children to have to le 
content of the desire to other contents and such events occur to them. After reading cati 
other topics. If you consciously attend to his nonsense, in astonishment, I consulted of 
other topics, you may develop other desires, children, and found that such desires were fere 
and the troublesome one will come less fre- fully conscious; that they were well aware of cur: 
| quently and will be less intense when it the bases of their interests. It certainly is mac 
-does recur. This principle has long been convenient to be able to call a conscious sati 
known to psychologists. A third, but more desire “unconscious” whenever one pleases mai 
difficult way of repressing desires, is the to do so. “pr 
this 
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THE PERSONALITY OF THE SUCCESSFUL SOLDIER 


MAJOR B. H. McNEEL 
NP. Specialist 2 Cdn. Corps 


AND 
MAJOR T. E. DANCEY 
O.C.1 Cdn. Exhaustion Unit 


A considerable amount of theoretical dis- 
cussion has taken place as to the type of indi- 
vidual who is able to withstand the stresses 
occurring during the course of a more or less 
protracted modern campaign. Each of the 
Anglo-American armies engaged in the re- 
cent war evolved some scheme for the screen- 
ing of men at the enlistment level. The 
method used by the Canadian Army during 
1943 and 1944 was frequently criticised. It 
was stated that at the enlistment level men 
were rejected on neuropsychiatric grounds 
much too frequently and that this rejection 
was based on theoretical findings. The critics 
maintained that many of these men would 
be successful as combatant soldiers. The pre- 
invasion screening in England was subjected 
to less criticism, for in addition to such indi- 
cations as family and early personal history 
of instability which were subject to dif- 
ferences in interpretation, there were usually 
current evidences of maladjustment which 
made it obvious that the man was not a 
satisfactory soldier. However there were 
many differences of opinion as to how the 
“problem child” would behave in battle and 
this was particularly true of the psychopaths 
who were considered by many to need only 
strict discipline in order to become good 
fighting men. With the test of battle a con- 
siderable number of men broke down and 
were evacuated as exhaustion cases. A large 
proportion of these were considered as “pre- 
dictable” casualties because of the neurotic 
predispositions and psychopathic traits which 
were admitted in their histories. From this it 
might be inferred that these casualties could 
have been prevented by more stringent 
screening. However other men who had no 
such histories also broke down and it was our 
opinion from casual observation of troops 
that there were men with positive histories 
who did not become psychiatric casualties. 


As far as we knew a control series had never 
been investigated and hence we could not as- 
sume that the so-called constitutional fea- 
tures, which we had considered to show a 
dangerous degree of susceptibility, were 
necessarily the determining factors in 
breakdown. 

This presentation is a rather cursory study 
of 200 soldiers who commenced action in the 
North Western European Theatre on 
D-Day or within the subsequent month and 
who were still with their units at the cessa- 
tion of hostilities. 


SOURCE OF MATERIAL 


Men from each of the infantry regiments, 
except one, of 2d and 3d Cdn. Inf. Div. were 
interviewed at their units. The method of 
selection of the material is indicated below. 
The scope of the investigation was limited by 
time and by the fact that the number of 
D-Day men remaining with their unit ranged 
from about Io to 30 in most regiments. 


METHOD OF INVESTIGATION 


The study was made on two groups: (a) 
a selected group of 100 men who had served 
as active combatants practically continuously 
throughout the campaign; (b) an unselected 
group of 100 men whose service with the unit 
from D-Day may or may not have been lim- 
ited in type or interrupted by evacuation 

The purpose and impersonal significance 
of the examination was explained to the men 
before interview. Names and regimental 
numbers were not taken. Each man was in- 
terviewed alone for 15 to 20 minutes and the 
examination was along the general lines 
which had been followed with cases at the 
exhaustion unit except that no physical 
examination was done. Considerable time 
was spent on the discussion of battle 
reactions. 
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An attempt has been made to assess the 
personality types, their reaction to stresses 


and the factors which enabled them to 
carry on. 
STUDY A 
Age on enlistment Age on D-Day 
20 and under .... 38 20 and under .... II 
2 yer 25 3 
100 100 


As is evident from the above a large per- 
centage were in the low age group on enlist- 
ment but relatively few were in the low age 
group when they actually were subjected to 
battle stress. It is of interest to compare 
them with the immature youths frequently 
seen in exhaustion centres. Among the fac- 
tors responsible for their better adaptation 
are probably the natural maturing process 
and their incorporation into their unit during 
a long period of training with the unit. 


SERVICE IN THE ARMY 


2-3 yrs. 


20 


Number 


(The table of service overseas follows a similar distribution with a one-year shift to the left of thf 


table.) 


Only one man in the 100 had been real- 
located from another corps (RCE). This is 
a contrast to the frequent incidence of real- 
located men in the series of cases seen in 
the exhaustion unit. 


FamILy History AND EARLY 
ENVIRONMENT 


The features in family history taken into 
account were: 

(a) Mild nervous traits in the family 
(14%). 

(b) Frankly unstable parents or siblings 
(6%). 

(c) Chronic invalidism (2%). 

In addition consideration was given to 
such home influences as: 

(a) Death of parents before subject was 
15 years of age (both parents, 3%; one 
parent, 15%). 

(b) Home broken by instability and in- 
compatibility of parents (1%). 
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(c) Oversolicitous and pampering  at§ great 
titudes in the home, or in contrast, thos@ was 
which fostered self reliance and a sense of Oppo 
responsibility. of lit 
This last factor is more difficult to asseg@ ally 
but about 75% of the cases reported a cong nece: 
scious emphasis in home training on self the 
reliance and responsibility. About 5% reg stan 
ported lax discipline in the home. In_ the whic 
remainder no definite opinion could bg dull 
formed but in several cases the fact that th as fi 
family was a large and harmonious one og Pral 
that all the members were employed jg com 
helping out on the farm indicated that then§ rifle 
must have been some atmosphere fostering 
cooperation and responsibility. com 
The effect of the death of one parent seems be 1 
to have depended on the attitude of the other It 
parent. In some cases the home disciplingg trua 
suffered but in other cases the responsibility} seri 
of the child was increased with a genera 
salutory effect on his development. 
DEVELOPMENTAL HIsToRY AND 
PERSONALITY TRAITS 


Under this heading a search was made for 
the so-called neuropathic traits of childhoo 


3-4 yrs. 4-5 yrs. 5 yrs. and over 


20 16 32 


as well as for fears and undue physical timi¢-[ 
ity. Seventy-nine gave a negative history 
Ten had significant neurotic traits which nf 
2 cases was combined with definite physicl§j 
timidity. Six gave a history of minor dis§ 
orders—occasional nightmares, etc. Five had 
minor fears only (dark, water, etc.). Feag 
of height was frequently admitted but neg 
to a pathological degree. 

Neurotic tendencies in later life were ev- 
dent in 8 cases with psychosomatic com 
plaints—chronic headaches, postural dizzt 
ness, chronic dyspepsia, etc. 


ACADEMIC RECORD—INTELLIGENCE 


No psychometric testing was done becaust 
of time and situational factors. The academit 
record together with the clinical impressid 
of the man was accepted as a rough gatge} 
of intelligence for comparative purposes (fot | 
the purpose of Study B). However it wa] 
apparent that its individual value varied | 
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greatly with the locality in which the man 
was raised and with his station in life and 
opportunities. In some regiments the degree 
of literacy was considerably below the gener- 
ally accepted standards but this did not 
necessarily indicate inferior intelligence. Of 
the whole group, 22% had an academic 
standing of grade VI or less. A few cases in 
which low academic achievement was due to 
dull mentality nevertheless had good records 
as fighting men. —Two men who won high 
praise from their officers and N. C. O.’s had 
completed grade III with difficulty. One 
rifleman who was completely illiterate was 
considered to be an ideal soldier. Further 
comments on the mentally dull soldier will 
be made under Study B. 

It should be pointed out that chronic 
truancy from school did not appear in this 
series. 


Sports AND SocIAL ACTIVITIES 


Participation in sports and social activities 
has been considered as significant in indicat- 
ing good adjustment and freedom from un- 
due timidity in civil life. The present group 
shows a much higher frequency of partici- 
pants in competitive sport than did the series 
seen at the exhaustion unit. However, many 
of the present group lacked opportunity and 
a number of the solitary type preferred indi- 
vidual sports and showed social but not 
physical timidity. 


CiviILIAN WorK REcoRD 


The common occupations were farming, 
mining and fishing, depending on the locality 
in which the soldier lived. Lesser numbers 
were labourers, truck drivers, etc. Few men 
were engaged at skilled trades, this type 
possibly having been absorbed into other 
corps as tradesmen. Eighty-five were never 
out of work in civil life. Three were students 
at the time of enlistment. Of the remainder, 
most had only short periods of unemploy- 
ment during the depression years and had 
been employed at the time of enlistment. 
Several were “odd-job” men. One had 
alternated between peddling, poolroom and 
labouring. One sergeant had been a boot- 
legger. A considerable number had changed 
employment once or twice, usually for a good 
reason. 


DomEsTIC SITUATION 


Although only 29% of the men were mar- 
ried, we thought it remarkable that there 
was an almost complete absence of worries 
about home and we encountered no instance 
in which the man admitted having marital 
difficulties while serving in this theatre. 


ArMyY ADJUSTMENT 


Inquiry revealed that only 3 men had 
fallen out of route marches on more than one 
occasion ; only 5 men had been charged with 
a major crime and 3 of these charges were 
in Canada; only 4 men had appeared with 
any frequency on sick parade. Three of the 
latter complained of pains in legs and feet 
and one of headaches from wearing a steel 
helmet. These got no satisfaction from the 
R. M. O. so “gave it up as a bad job.” As 
pointed out above some men became suc- 
cessful soldiers in spite of low literacy, al- 
though they would have difficulty in qual- 
ifying under the training syllabus recently 
in use in Canada. 


STUDY B 


For the purposes of Study B, an unselected 
group of 100 cases was divided into 4 cate- 
gories: JT. group—those who have spent 
their total time in this period as active com- 
batants(43); W group—those who have 
been evacuated for wounds and returned 
to unit(30); S group—those who were 
employed in a support company for the last 
three months of action(17); L group— 
those whose service was limited to employ- 
ment in a non-combatant job or had missed 
a month or two of action for reasons other 
than wounds(10). Of the W group, 15 
were away from units less than two months 
and 15 more than two months; some missed 
strenuous action and others were out during 
long lulls; some were near breakdown 
when wounded. Of the S group, 12 were 
in support company from the beginning 
and 5 had served four to seven months 
in a rifle company. The policy of employ- 
ment in the support company varied with 
the regiment, in some regiments it appears 
that the support company was viewed as a 
specialist group whereas in others it was 
used to a considerable degree as a holding 


|_| * 

i 

4 

i 

it 

| 

4 

i 

| 

F 

‘ 


340 


company for the less stable. We happened 
on to this study more or less accidently while 
selecting cases for Study A, when certain 
personality differences between the groups 
became apparent. Percentages are of no 
great statistical value as the series is a small 
one. However it is felt that the trend can 
only be shown by giving approximate per- 
centage values. 


Family History: 


Frank instability 
Home Influence: 


Good discipline 
Fair discipline 
Lax discipline 


(The word ‘discipline’ is used to describe home 
reliance. ) 


Developmental History and Persenality Traits: 


Significant physical timidity 


Academic Standing: 


Discipline: 


Minor difficulties at 


Minor sentences in civil life..................... 


PERSONALITY TYPES 


At the time of interview an impression of 
the personality of each man was recorded. 
These now seem to be strikingly parallel with 
the trends indicated in the above tables. 

In the T group the predominant types 
were the well adjusted, the sensitive but pro- 
gressive, the phlegmatic and the recessive or 
solitary. 

In the W group the rate of marginally 
neurotic, inadequate, recessive and psycho- 
pathic types is high. This raises the ques- 
tion of “accident proneness.” In this connec- 
tion it is of interest to cite the spontaneous 
comment of one soldier interviewed who 
stated that he had never run out of the line 
because he had observed that those who ran 
back often were hit. The possibility of men 
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becoming ‘wound prone’ is also suggested 
by the frequency with which wounded men 
stated that being wounded had saved them 
from breakdown. 

In the S group, there is a rather high rate 
of dull and inadequate types which may in- 
dicate a tendency to place less stable types 


in less exposed duties. The L group is 
similar to S group. 

I Dp W p S group Re group 
(43 cases) (30 cases) (17 cases) (10 cases) 
5 (12%) 5 (16%) 4 (23%) I (10%) 
2( 5%) 6 (20%) 4 (239%) 4 (40%) 
5 (12% ) 3 (1 ) 4 (2370 ) 
) oO oO I (10%) 
I( 37) I ( 6%) 
2 (75%) 10 (33%) 5 (29%) 5 (50%) 

10 (2 ) I 53% ) 5 (290% ) I (10%) 
I ( 2%) 4 (15%) 7 (41%) 4 (40%) 
titudes which instil sense of responsibility and self- 

T group W group S group L group 
3( 7%) 12 (40% ) 1( 6%) 2 (20%) 
3( 7%) 2( 7%) 1 ( 6%) 2 (10%) 
4( 9%) 3 (10%) 

4( 9%) - (23%) 4 (24% ) 2 (20%) 
8 (190% ) 10 (30% ) 2 (12%) I (10%) 
5 (12%) 3 (10%) Oo I (10%) 
4 (16%) I (10%) 
1 ( 2%) 2( 7%) 3 (18%) 1 (10%) 


GENERAL COMMENTS 
REACTION TO BATTLE STRESS 


It would be of interest to give in the men’s 
own words their comments regarding their 
reaction to battle stress, the type of action 
which bothered them most, the type of cover 
which they felt was most satisfactory and the 
factors which they felt enabled them to sur- 
vive. However these will have to be sum- 
marised briefly. Only one man in this group 
stated that he had never been scared, and he 
seemed somewhat overcompensated. A small 
group of men of rather phlegmatic temperfa- 
ment stated that they had frequently been 
frightened but that the fright was only 
momentary and neither interfered with their 
efficiency nor affected them later. Over 50% 
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L group 
(10 cases) 


I (10%) 
4 (40%) 


oO 
I (10%) 
Oo 
5 (50%) 
I (10%) 
4 (40%) 
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of the men stated that at some time or other 
they had felt themselves at the breaking point 
and in a few cases had actually been L. O. B.? 
fora day or two. Although there were varia- 
tions, the general experience seemed to be 
that the excitement of D-Day or the feeling 
that “it was just like a scheme’ prevented 
fright, but that within the next few days the 
heavy shelling and loss of comrades brought 
home the grim reality of battle, and in many 
cases brought on shakiness under fire. This 
was followed in some men by an almost com- 
plete but gradual adjustment but with a ten- 
dency to recurrence in heavy action and with 
a gradual increase in susceptibility toward 
the end of the campaign. Many men 
stressed the effects of hunger. exposure and 
fatigue, and practically all were agreed that 
the most disturbing factor was a “bomb 
wacky” comrade. The men who got along 
comfortably were those who took everything 
as it came, who laughed and joked about 
their grim experiences, or who never thought 
of them afterwards. However, the imagina- 
tive type of man with high morale was often 
rather outstanding in achievement. Most 
men preferred any kind of activity to sit- 
ting under shelling. Some preferred to take 
cover in a slit trench, some in a house, and 
a few preferred to remain in the open. Some 
men rationalized their preferences, and 
others laughed at their own irrational feel- 
ings such as the increased feeling of safety 
in a slit trench when it ‘was covered with an 
antigas cape. In most cases the wounded men 
stated that on return to action they did not 
feel adjusted until after one or two attacks. 
Most were more cautious subsequently, and 
some never became adjusted. Usually a man 
became more careful of the type of fire by 
which he had been injured, sometimes chang- 
ing his dislike from one type to another after 
having more than one wound. Most of the 
men were able to recite numerous experi- 
ences of being blown up, grazed, etc., similar 
to those related by patients admitted to the 
exhaustion unit. The thing which was dif- 
ficult to estimate was the accumulation of 
stresses. 

The factors which seemed to support men 
under stress varied with the men’s personal- 
ities. These are illustrated by the following 


1 Left out of battle. 


fragmentary quotations: “my Pop stuck to 
his job,” “excitement keeps you going,” 
“never wanted to be thought scared,” “never 
took time to think,” “thought of my family,” 
“pride I guess,” “the job had to be done,” 
“couldn't let the other boys down,” “I had 
definitely in mind that I had had a day and 
that’s all there is to it.” A number of men 
stated definitely that it depends on how one is 
brought up. In most cases where adjustment 
was good there seemed to be considerable 
personal and family pride, a sense of respon- 
sibility extending back to early life, and the 
definite feeling of responsibility to comrades. 
A number of men stressed the importance of 
the example of officers and N. C. O.’s. The 
N. C. O.’s themselves seemed to be more fre- 
quently carried along by their responsibilities 
than submerged by them. Some sort of fatal- 
istic attitude was frequent. A good many 
men stated that they had been helped by 
prayer. Some of the more dramatic state- 
ments such as “do or die” were made by men 
who seemed to be overcompensated. One of 
us noted that French Canadians were more 
likely to speak of patriotism and duty than 
were others. 


CONCLUSION 


The number of cases in this survey is too 
small to justify any conclusions of a statis- 
tical nature. However the results of the sur- 
vey confirm a number of impressions which 
we have had in casual contacts with consid- 
erable numbers of successful officers and 
soldiers. 

In describing the personality of the suc- 
cessful soldier it must be kept in mind that 
in this study we are dealing with the front- 
line fighting man below commissioned rank 
and that in selecting this group we have 
automatically eliminated on the one hand 
officers, technical experts, tradesmen and 
craftsmen, etc., who presumably should be 
in the higher brackets as regards intelligence 
rating, academic standing and occupational 
achievement. On the other hand we have 
eliminated those who have sought or been 
placed in labouring, non-combatant or rear 
area jobs because of mental dullness, emo- 
tional inadequacy or other limitations. 

It has frequently been suggested that the 
good soldier is of rather dull mentality and 
of phlegmatic temperament. In this group 
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average intelligence appeared with the great- 
est frequency. Most of the men were of a 
fairly alert, responsive type and only a rela- 
tively small group could be said to be defi- 
nitely phlegmatic. Most were rather casual 
in manner and not highly imaginative but 
gave a history which showed a reasonable 
degree of persistence and initiative. Most of 
these men were well socialized, liked com- 
panionship, enjoyed sports and had never 
been unduly timid in a physical sense. This 
general type we considered as the “norm.” 
Those who departed from this “norm” and 
yet were good soldiers could be classed 
chiefly in two groups. The first consisted 
of the sensitive, highly imaginative types, 
who were compensated for their greater 
sensitivity by high ideals, personal pride and 
urge to self-management. In other words, 
this group of men though showing tendencies 
to neurotic types of reaction were carried 
along by a high, persistent personal morale. 
The second group consisted of recessive or 
solitary individuals who gave no history of 
instability but who had developed solitary 
habits largely due to the circumstances of 
early life and who consequently were socially 
timid but when on their own were quite self- 
reliant. For the most part the men who were 
good soldiers showed a common tendency to 
accept situations and to actively adjust to 
them, to accept responsibilities and to accept 
discipline. This tendency is shown in their 


descriptions of their home life, the rarity of 
serious breaches of discipline and the general 
impression of adaptability which they made. 
The development of such personality trends 
can probably be explained in the answer 
which many of these men gave: “‘it depends 
on how you are brought up.” 

The possibility of “‘wound proneness” was 
an entirely new one to us which was brought 
out by the facts presented above. It is ob- 
vious that in this study at least, the wounded 
soldiers show an excessively high rate of 
neuropathic traits both in family and early 
personal history. 

The problem of the value of the soldier 
as a fighting man after he has once been 
wounded has been the topic for considerable 
debate off the record and is as yet unsettled. 
However it has been noted that in many cases 
even minor wounds have apparently caused a 
“sensitization” to psychogenic disorders. 

A discussion of the situational factors 
which influence the reactions of the soldier 
will be left for another paper, except that 
attention is here drawn to the importance 
of long service with, and incorporation into, 
the unit in the making of a successful soldier. 
The rarity of reallocated personnel in this 
study is remarkable. 


The above study was made with the approval 
of Brigadier C. H. Playfair, C. B. E., E. D., by the 
above named officers who have served successively 
as O.C. 1 Cdn. Exhaustion Unit since July, 1944. 
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ATTITUDES OF SOLDIERS RETURNING FROM OVERSEAS SERVICE 
WILLIAM CORWIN, Major, M.C., A.U.S. 


The opportunity of seeing large numbers 
of soldiers returning from overseas service 
has created fairly general impressions of 
specific attitudes which they express. These 
attitudes are of some psychiatric interest, 
particularly when viewed in their implica- 
tions for future social adjustments. The 
soldiers interviewed are primarily Army Air 
Forces personnel, largely those with duties 
involving flying. Non-flying personnel are 
also included, and there appears to be little 
significant difference in their attitude when 
compared to flying personnel. Officers and 
enlisted personnel are represented in this 
study. 

The procedure whereby a soldier returning 
from overseas (hereinafter a “returnee’’) 
comes to psychiatric attention is briefly de- 
scribed. The returnee is granted a furlough 
of about three weeks. He then reports to an 
AAF Redistribution Station, where he un- 
dergoes physical examination, classification, 
orientation procedures, and is then assigned 
to duty. The physical examination is similar 
in setup to induction station examinations. 
However, flying regulations require stricter 
standards for qualification, and the entire 
examination is oriented from this point of 
view. At the beginning of his examination, 
the returnee completes a form in which he 
lists his duties, combat experience, and checks 
a list of neuropsychiatric symptoms com- 
monly seen. He also grades himself as to 
his physical and mental condition on the 
basis of excellent, good, fair and poor, and 
notes his desires for further flying duties. 
He is then interviewed by a flight surgeon, 
who has had additional neuropsychiatric ex- 
perience and training at a convalescent hos- 
pital. This interviewer obtains information 
concerning previous history and illnesses, 
and acts as a psychiatric screening agent, re- 
ferring the returnee for psychiatric examina- 
tion when he finds sufficient symptomatology. 
The soldier proceeds along the examining 
line, any part of which may also note con- 
ditions of psychiatric interest. The psychi- 
atric interview is the terminal examining 


procedure, and here the returnee’s mental 
status is evaluated, with recommendations 
for return to duty or hospitalization as 
indicated. 

The material presented in this paper cov- 
ers several thousand interviews, as a result 
of which, general impressions were obtained 
of commonly occurring attitudes among re- 
turnees. In order to obtain some statistical 
indications, 100 officers and 100 enlisted men 
were selected for more extensive interviews. 
The only criterion for selection used was 
that they be free from psychiatric symptoms 
requiring hospitalization. It was felt that in 
the latter instances, attitudes would be af- 
fected to some extent by the greater degree 
of anxiety and tension. It should be borne 
in mind that the majority of returnees ex- 
hibit some degree of anxiety and tension, 
but only a relatively small percentage have 
these in addition to other symptoms of 
sufficient severity to interfere with their 
efficiency so that hospitalization becomes 
necessary. 

The attitudes which the returnees exhibit 
can be separated into several broad cate- 
gories : 


1. ATTITUDES RELATING TO RETURN TO THE 
UNITED STATES 


Enlisted Personnel.—Of the 100 men, 62 
were eager to return, giving little or no 
consideration to rumors of conditions here. 
Among typical remarks were,—‘I’ve never 
been any happier,”—“It was Heaven,”—‘“I 
still can’t believe it.” Thirty-two had some 
anxiety and concern prior to returning, chiefly 
with regard to rumors they had heard of con- 
ditions in this country, how they would be 
treated and regarded by their families and 
friends, and concerns over illnesses in their 
families. Among their remarks, these were 
not uncommon,—‘‘People might think me 
unbalanced,”—“‘Everyone would be looking 
at me.” Six stated they did not wish to re- 
turn. One had married an English girl and 
did not wish to leave her. The others wanted 
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to remain with their units, feeling that they 
were more comfortable and contented there. 

Since return, 95 had apparently made a 
good adjustment. Typical remark was,— 
“They can’t make it rough enough here.” 
Four others expressed themselves as having 
some regret because people were too curi- 
ous, or because of strong feelings of dis- 
appointment which they developed following 
return. One of the 1oo regrets his return, 
and this primarily because his wife is over- 
seas, and he is still skeptical of people’s at- 
titudes here. 

Officer Personnel.—75 of the felt glad 
to return, having no anxiety at all. Remarks 
made were,—‘I did not bother with the 
rumors,’—“Those who did had the wrong 
attitude, they changed in some way.” Twenty 
were glad to return, but expressed them- 
selves as being worried about how they would 
be treated, how people would regard them, 
and were troubled by rumors and family 
difficulties. Four did not desire to return, 
either because they wanted to stay on with 
their unit, or seriously anticipated unpleasant 
conditions in this country. One declared 
himself indifferent, returning only to take 
pilot training. 

Following return, 94 expressed themselves 
as grateful to be back; 6 are unhappy, being 
affected by conditions as they interpret them, 
or missing their units; 1 of these is anxious 
to return to combat because he misses the 
excitement. 

Comment.—There is basically little differ- 
ence between officer and enlisted personnel 
in attitudes towards return home and follow- 
ing return, a slightly larger number of en- 
listed men expressing anxiety prior to re- 
turn. Approximately 20% of officers, and 
30% of enlisted men are disturbed to greater 
or lesser degree by stories and rumors of 
their treatment at home, and felt anxiety 
about other people’s attitudes to them. This 
anxiety is to some extent a reflection of the 
break in ego-strengthening relationships with 
their units, and a more or less conscious 
awareness of further emotional demands to 
be made upon them by their friends, families 
and other contacts. There is some indica- 
tion that the return to earlier conflicts which 
were partially resolved by the more pressing 
realities of war is a factor in the resurgence 


_ UNov. 


Mf anxiety. The sympathetic and satisfying 
welcome they receive, and the relief of pres- 
sure from the war situations on the whole, 
partially overcame this anxiety so that almost 
all evince pleasure at having returned. 


2. ATTITUDES RELATING TO CONDITIONS IN 
rHe UNITED STATES 

Enlisted Personnel.—Fifty-six of 100 are 
not affected. They feel that nothing is wrong, 
that conditions are better than when they left, 
and that they cannot complain when they 
compare them with their area of combat. 
lypical remark,—“Everything is so good, 
I’m a little leary.” Forty-four are disturbed 
and dissatisfied. They speak of civilians not 
being interested in the war and think only 
of making money, that they are making no 
sacrifices, that prices are high, that they are 
treated badly, and that their friends, and 
often families, seem like strangers to them. 
Seventy-three are irritated by labor unrest, 
strikes and _ related situations. 
Chese often reach extreme degrees of bitter- 


economic 


ness and antagonism. Some go so far as to 
avoid reading newspapers. They resent and 
take as personal affronts, the complaints of 
civilians and the absenteeism of industrial 
workers, particularly single men who are 
eligible for army service. Twenty-seven are 
indifferent and disinterested in such reac- 
tions. They are not troubled by anything 
that goes on, being interested only in their 
own concerns. Some of these take the atti- 
tude that there are two sides to every situa- 
tion, and do not wish to condemn or judge 
unfairly. 

Officer Personnel.—Fifty-nine of the 100 
declare themselves not affected by living 
conditions. They see no change, or else 
things are better. People seem more friendly. 
They have learned to appreciate the advan- 
tages we have; 4 are hurt and disappointed, 
irked by people’s attitudes, selfishness, over- 
optimistic remarks, lack of consideration, 
high prices, complacency and being taken 
advantage of. The usual cliche is,—‘People 
don’t know there is a war on.” Seventy-three 
are disturbed by labor unrest and strikes. 
They speak of their distress overseas because 
of shortages. Typical remark is,—‘“It makes 
me so mad I could scream.” Twenty-seven 
are not troubled and attempt to view the 
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situation fairly by speaking of it as the 
growth of labor, or are utterly indifferent 
and unconcerned, being interested solely in 
their own affairs. 

Comment.—Again officer and enlisted per- 
sonnel show no significant divergence in at- 
titudes. Somewhat less than half are dis- 
tressed arid irked by conditions as they see 
them; reactions of civilians and economic 
conditions. Approximately three-quarters 
are disturbed by labor conditions. This often 
reaches considerable proportions in resent- 
ment and antagonism, being primarily an 
expression of the threat to their own se- 
curity which they felt, as well as a failure on 
the part of the home front to properly appre- 
ciate the sacrifices they made. This is of 
interest when compared with the almost 
universal feeling of relief and pleasure to be 
in this country again. It is evident that in a 
large proportion of the returnees, the mere 
fact of return does not overcome a sensitivity 
to anxiety-producing factors. This is corrobo- 
rated by the crystallization of the syndrome 
of operational fatigue in many apparently 
normal returnees some time after return. 


3. ATTITUDES RELATING TO MILITARY 
SERVICE 


Enlisted Personnel.—Of the 100 men, 43 
would leave service immediately if possible. 
Reasons given include need at home, illness, 
age and length of service. Some are frank in 
stating they are fed up with service, and that 
they want to get out in order to have first 
opportunity at good jobs which have been 
offered them; 50 feel impelled to wait until 
the war is over, stating they would not feel 
right to leave now, and that there is more 
for them to do; 5 are ambivalent, and 2 
would stay in service after the war, stating 
they like army life and want to keep on 
flying. 

With regard to further combat service, 51 
categorically express their objections, typical 
remark being—‘“God! no, a nightmare in 
reality,’—“I couldn’t stand it.” Forty-five 
are not as emphatic, feeling that they could 
undertake it after a varying period of time 
in this country ; 2 have no objections at all, 
but would not want to fly; 2 express a de- 
sire for combat, one stating that the war 


isn’t over and that he can still do some good, 
and the other desiring to go as a pilot. , 

Ninety-two express themselves as satis- 
fied with the part they played, feeling they 
did their best; 4 are satisfied with their 
efforts, but believe they could have done 
more, with better opportunities; 4 feel they 
did not do as well as they should, and tend 
to blame themselves as well as their combat 
circumstances. 

Fifty-six feel that it is only fair that men 
who have not been overseas should go before 
they are required to return, stating that all 
soldiers should have a chance, and that it 
would be a wonderful experience for them; 
33 are of the same opinion, but qualify it 
with the statement that others should go 
only if qualified physically and mentally, are 
adequately trained, or are not needed here; 
8 are indifferent and 3 state they would not 
wish it upon anyone. 

Seventy-five feel they have been treated 
fairly and with consideration within the mili- 
tary set-up, having few, if any, complaints. 
The complaints expressed are of minor na- 
ture and deal primarily with the usual 
“gripes” connected with rigid military dis- 
cipline and conditions. Eighteen qualify this 
fair treatment by expressing some dissatis- 
faction because of being overseas too long, 
not receiving adequate recognition and pro- 
motion, and because of overuse of authority. 
Only 7 feel they have been badly treated, 
chiefly because of lack of promotion, length 
of overseas service, and restricted oppor- 
tunities. 

Sixty-one state definitely that army service 
has been of prime advantage to them, giving 
them a broader outlook on life, maturity, 
experience, training and stability of char- 
acter; 27 feel they have both gained and 
lost by military service, the gains as previ- 
ously noted, and the loss primarily being in 
time, economic advantages, and occasionally 
personal morale and ideals; 7 claim neither 
loss nor gain ; 3 are uncertain, and 2 feel they 
have gained nothing and have suffered defi- 
nite personal disadvantages. The extremes 
are somewhat facetiously exemplified by one 
stating he had lost only in weight, and 
another stating he had gained only in weight. 

Officer Personnel_—Eleven would leave 
service immediately, the reasons being need 
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at home, surfeit or dislike of army life, and 
economic advantages to be gained; 59 feel 
they should stay in service until end of war, 
believing they are needed and seeing no 
advantage to leaving now; 28 express a 
desire to remain in service after the war, 
providing they can retain their commissions 
and obtain favorable opportunities; 2 are 
ambivalent. 

Forty-one categorically state they desire 
no further combat service ; the reasons given 
are identical with those of the enlisted per- 
sonnel. Forty-six would prefer to defer it 
until later, or until need for their services 
is manifest; 12 desire to return, finding it 
more exciting, and less restricting than 
military service here; 1 is indifferent. 

Ninety-one are satisfied with the part 
they have played; 4 are also satisfied but 
are more modest, feeling they could have 
done more; 5 are dissatisfied, stating that 
their training was wasted. These are pri- 
marily bombardiers and navigators who did 
not play an active role in their missions. 

Fifty-seven believe soldiers who have not 
been overseas should go, while 33 others 
feel the same way, but qualify it with the 
remarks that only if they are capable and 
are not needed in the United States; 8 are 
indifferent, and 2 are categorically opposed 
to anyone going overseas. 

Seventy-nine feel they have been treated 
with fairness and consideration; 17 others 
are satisfied on the whole with their treat- 
ment, but offer comments concerning dis- 
satisfaction with promotion, type of assign- 
ment, and rarely, being ‘“‘pushed around.” 
Four are definitelf dissatisfied, principally 
because of lack of promotion, favoritism 
which affected them personally, and length 
of service overseas. 

Seventy-five have gained by army service, 
chiefly in education, self-confidence and self- 
respect, discipline, travel, maturity, char- 
acter, ambition and assurance; 20 have 
gained, as noted, but feel they have also lost 
to some extent in time, financial opportuni- 
ties and personal morale; 3 have neither 
gained nor lost; 1 is uncertain; 1 has gained 
nothing, and lost in time and personal op- 
portunities in civil life. 

Comment.—Here we see a significant dif- 
ference in officers and enlisted personnel, a 


larger number of enlisted men desiring to 
leave service immediately, and a larger per- 
centage of officers desiring to remain in ser- 
vice after the war. The reasons are linked 
to the difference in motivations, opportuni- 
ties, and rewards which officers have, and 
possibly to standards of selection, responsi- 
bilities, and other factors, 
More officers evince a desire for return to 


ego-satisfying 


combat, with fewer expressing strong ob- 
jections to return. These factors again may 
be related to the larger gains officers enjoy. 

There is basically no difference between 
officers and enlisted men in personal satis- 
faction resulting from their own estimate of 
the part they played in combat, approxi- 
mately 95% being satisfied. 

Again no difference exists in attitudes 
towards soldiers who have not been over- 
seas, about 90% feeling that these men 
should go before having to return them- 
selves for a second tour of duty. Interesting 
is the large percentage, about one-third, who 
recognize that there may be qualifying fac- 
tors, such as physical or mental disability, 
specific need within the United States, and 
other factors. This is related to their under- 
standing of the need of having dependable 
men on duty overseas, and to personal ex- 
periences of unpleasant nature when some 
men failed to accept their responsibilities. 

Of current interest, is the large number 
of both officers and enlisted men in approxi- 
mately the same percentage, 90%, who feel 
they have received fair treatment, and ade- 
quate consideration during service. This 
correlates closely with the statement that 
they have primarily benefited from service. 
Presumably the dangers and conflicts re- 
sulting from the combat situation, and the 
frequently expressed dislike of army life and 
discipline, do not interfere with their ability 
to make a judgment concerning advantages 
to be derived. 


4. ATTITUDES RELATING TO PERSONAL 
SITUATIONS 

Enlisted Personnel.—Seventy-one arrived 
home to find no personal problems or diffi- 
culties facing them; 29 had some anxiety- 
producing situation awaiting them, primarily 
illness or death in family, financial distress, 
and marital disturbance. 
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Ninety-nine found that their families had 
been treated well, and no anxiety developed 
as a result of this factor; 1 found his family 
living in unfavorable conditions, receiving 
no assistance, and resulting in anxiety and 
resentment. 

Officer Personnel.—Seventy-eight had no 
problems to face ; 22 were distressed by diffi- 
culties, primarily illness or death in family, 
financial stress and domestic unhappiness. 

Ninety-nine felt that their families were 
treated considerately, while 1 was disturbed 
because his wife had difficulties in adjusting, 
without being able to obtain assistance. 

Comment.—These factors received atten- 
tion since it seemed that they would tend 
to modify or affect the emotional reactions 
of the individual, and consequently their 
attitudes and reactions. There is little cor- 
relation between these items and other ex- 
pressed attitudes mentioned. It is a common 
experience, however, to find that domestic 
difficulties or family distress of whatever 
nature tends to activate latent or repressed 
anxiety, resulting in disabling symptoms. 
Previously existing neurotic patterns are 
often found in these individuals. 


5. AtrirupEsS RELATING TO FUTURE 
ADJUSTMENT 


Enlisted Personnel_—Seventy-eight of the 
100 have specific post-war plans, and of 
these, 21 plan their own business, 12 expect 
to return to their farm, 30 to their previous 
job or one awaiting them, 13 to school, and 
2 desire to remain in service. Twenty-two 
of the 100 are uncertain, and are not making 
specific plans. 

Thirty-one expressly feel they deserve 
more consideration and attention after the 
war, expecting specific help from the gov- 
ernment, consisting of loans, job priorities, 
etc. Thirty-nine would like such help if 
they need it, as in the case of illness or in- 
jury ; 27 desire no assistance for themselves, 
stating they want only an opportunity, not 
charity. However, they feel that soldier as- 
sistance plans already established are of 
advantage for others who need it; 3 are 
uncertain. 

Thirty-five are optimistic regarding post- 
war conditions, while 37 are pessimistic and 
skeptical; 10 are uncertain, and 3 are in- 


different; 15 feel there will be a boom for 
a while, but expect a depression within a 
few years. 

Officer Personnel.—Seventy-seven are 
making specific plans, and of these, 17 ex- 
pect to have their own business, I is return- 
ing to his farm, 12 to old jobs or one 
awaiting them, 26 to school, and 21 wish to 
remain in service if possible; 23 are uncer- 
tain or have no opportunities awaiting them. 

Thirty-five desire help and consideration 
after the war; 28 would ask for such con- 
sideration only if needed because of illness 
or injury; 35 do not desire any help, stat- 
ing,—‘‘Let me alone,”’—“They do not owe 
me a thing,’—“I’m not a hero.” Two are 
uncertain. 

Thirty are optimistic about the post-war 
world and opportunities, while 36 are pessi- 
mistic; 12 are uncertain, 3 are indifferent, 
and 19 feel that conditions will be good for 
a few years before a depression develops. 

Comment.—Significant differences be- 
tween officers and enlisted men do not exist 
in this category except for post-war military 
service, and plans for future employment. 
More than three-fourths are making specific 
plans for the post-war world, yet on the 
whole, retain a realistic, somewhat skeptical 
attitude towards post-war developments. 
The number of enlisted men desiring to 
return to farming is much greater than of 
officers. This may be related to previous 
environment, and the basic difference be- 
tween officers and enlisted men from the 
point of view of educational attainments, cul- 
tural backgrounds and motivations. Twice 
as many officers desire to return to school. 
This difference can be ascribed to essen- 
tially the same factors. Many officers were 
in the process of completing their educations 
when they volunteered for service. Approxi- 
mately one-third expect and desire assistance 
in order to reestablish themselves, while 
about the same number desire nothing but 
an opportunity. The assurance of aid if de- 
sired or needed, has undoubtedly given en- 
couragement and impetus to specific plans 
for settling down after the war. The large 
number of officers desiring to remain in ser- 
vice deserves comment. It is not entirely 
clear what the motivations are, whether they 
are the advantages of financial and social 
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security, especially if a large post-war army 
is maintained, or the intense desire to fly 
that is frequently encountered. 

Discussion.—There are several considera- 
tions to be borne in mind with reference to 
the soldiers studied. Primarily Air Forces 
personnel, the men involved are a carefully 
selected group, generally volunteers, and 
have attained a relatively greater reward 
from the point of view of rank, pay, pro- 
motions and prestige. They have been sub- 
jected to somewhat different stresses both 
in training and combat than other branches 
of the armed forces. Hence, the results of 
this inquiry may not be generally representa- 
tive, although the Air Forces comprise a 
considerable portion of the armed services. 
The fundamental stress on team work and 
group identification are additional factors 
which affect attitudes following return. Fi- 
nally they are men who are free from in- 
capacitating neurotic symptoms. 

The psychodynamics of combat stress have 
been stated by Grinker and Spiegel(1), 
Hastings et al.(2), and Miller(3), and will 
not be reiterated here. What is of interest 
from the material studied, deals with imme- 
diate attitudes which will affect their adjust- 
ment to new assignments within the military 
set-up and throughout the duration of the 
war. 

It is clear that the average soldier returns 
to this country with a sense of anticipation 
and eagerness, often attended by anxiety as 
to his reception. Arrival home results in 
further anxiety-producing factors, incidental 
to the physical and emotional strains of leave. 
Not uncommonly, family and domestic prob- 
lems exist which increase the quick and 
profound development of resentment and 
hostility to civilians and present social con- 
ditions; they add to his already burdened 
personality and render it more sensitive to 
further situations. What job he will get, 
where he will be located, will he be treated 
well, will he have to return to combat, and 
when, are the questions he asks. His pre- 
occupations with his future generally do not 
give him immediate concern, although he is 
making specific plans in many instances, and 
has definite ideas as to what he can expect. 

It is recognized that these men have been 
interviewed approximately a month follow- 
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ing their return, a period which is generally 
full of activity and excitement, with little 
opportunity to effect a harmonious adjust- 
ment from an active combat area to an area 
of relative quiet and peace. Their emotional 
reactions are still keyed to a high pitch, 
and basic anxieties are not entirely resolved, 
and may be aggravated by uncertainties and 
conflicts on return. To what extent these 
men will absorb the general attitudes of their 
environment following assignment and grad- 
ual settling down to more fixed and less 
threatening situations, is still uncertain. It 
seems probable that their attitudes will be 
modified to some degree by the inevitable 
pressure of their environment, and that the 
longer they remain here, the less acutely will 
the differences they see now disturb them. 
Available information indicates that satis- 
factory assignment tends to promote healthy 
attitudes towards the military situations, and 
the programs developed by army authorities 
directed to this Preventive and 
therapeutic facilities have been created to 
aid in the soldier’s readjustment and reorien- 
tation, and will undoubtedly be expanded and 
refined. 


are end. 


More distant effects following peace are 
suggested which will influence to a consid- 
erable degree their social and economic rela- 
tions with the community. These men still 
contain within them the core of neurotic 
patterns developed as a result of combat. 
They will, therefore, continue to be suscep- 
tible to the pressures of their environment 
for varying periods of time. If conditions 
which develop after the war are unsatis- 
factory or disturbing, anxiety reactions can 
be expected with displacement of resentment, 
hostility and antagonism. The need for iden- 
tification with groups or other figures will 
have important social significance if pro- 
grams for rehabilitation and resettlement of 
veterans are ineffective. The soldiers seen 
in this survey are realistic, often disillusioned, 
and have a frank, practical, matter of fact 
realization of their role in the war and the 
recompenses they demand from our leaders, 
not only economically, but politically as well. 
That this attitude is generally colored by 
emotions which can be easily prejudiced and 
distorted is not a reassuring fact. The socio- 
psychiatric reverberations will undoubtedly be 
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considerable, and there is an immediate need 
for a carefully planned and controlled long 
range program to deal with these reactions. 
This is obviously not entirely the responsi- 
bility of psychiatry, yet its voice must be 
effectively heard in the establishment of any 
projects designed for the social betterment 
of the veteran and the community. 


SUMMARY 


1. Interviews with several thousand 
soldiers of the Army Air Forces reveal the 
development of specific attitudes towards 
return home, reaction to conditions found 
on arrival, further military duties, personal 
situations, and post-war adjustments. 

2. One hundred officers and 100 enlisted 
men were interviewed in more detail to es- 
tablish information of statistical value. 

3. Significant differences exist between 
officers and enlisted men only with regard 
to desire to remain in service. 

4. The returning soldier, apparently free 
from disabling neuropsychiatric symptoms, is 
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found to contain a reservoir of anxiety-pro- 
ducing factors which modifies his outlook 
and which provokes the development of re. 
sentment and hostility, particularly towards 
civilians and present social conditions. 

5. The immediate and more distant effects 
of these attitudes are of significance, and re. 
quire programs designed to effect an adequate 
adjustment of the soldier to future military 
duties, and to post-war needs for security 
and socio-economic stability. 
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A BRIEF HISTORY OF FAMILY CARE OF MENTAL PATIENTS 
IN AMERICA 


HORATIO M. POLLOCK, Pu.D., Avsany, N. Y. 


In colonial days, before asylums were pro- 
vided, persons afflicted with mental disorders 
were cared for in their own homes or in jails 
or out-buildings or were allowed to wander 
from place to place without care or super- 
vision except that afforded by sympathetic 
individuals or families. Family care, as the 
term is now used, denotes home care in fami- 
lies unrelated to patients, the families usually 
receiving compensation for the service ren- 
dered from the state or from the relatives of 
patients. Such family care in America is a 
comparatively recent development. The first 
mention of similar care that has come to our 
attention appears in the 9th Annual Report 
of the State Lunatic Asylum at Utica, written 
in the year 1851, by Superintendent N. D. 
Benedict. He stated, ““We have one patient 
attending a boarding school in the city who 
is still under our care and reports himself 
weekly at the Asylum’’(1). Apparently this 
experiment led to no further development, 
but by 1867 the Scotch system of family care, 
as well as that at Gheel, was beginning to 
receive attention. 

Superintendent John P. Gray, of the Utica 
Asylum, although not in favor of placing pa- 
tients in the homes of strangers, commented 
on the Scotch system in 1867, in these words : 

There are now in Scotland 1,637 harmless insane 
patients supported in private families. How much 


better off they are than they would be, aggregated 
in a great receptacle for incurables. 


It was Gray’s feeling that many insane poor 
could be taken care of in their own families 
“if some stipulated regular price for board 
was guaranteed them’’(2). 

For a number of years Gray carried on the 
policy of sending to their families when feasi- 
ble such quiet and harmless chronic patients 
as could safely leave the asylum, He did not 
favor sending patients to homes other than 
those of their families, for these reasons : 


The Scotch system .... goes farther than has 
seemed to me advisable. I have very much doubted 


‘The author gratefully acknowledges the assis- 
tance of Karl L. Brooks in the preparation of this 
article. 


the propriety of sending this class into any families 
except their own. They would not only be in danger 
of neglect, unobserved, but their condition of mental 
weakness would render them liable to be imposed 
While . . . . experience demonstrates 
the justice and wisdom of taking care of the chronic 
insane in their own families, where it can be accom- 
plished, I could not advise the adoption of the 
system of providing for this class in a general way 
in private homes(3). 


In general these were the sentiments of 
most of the asylum superintendents during 
this period. In 1879 Dr. A. Marvin Shew, 
superintendent of Middletown (Connecti- 
cut) State Hospital read at the annual meet- 
ing of the Association of Medical Superin- 
tendents, a report of his visit to Gheel in 
1878(4). The paper and the Gheel system 
of family care were discussed at some length, 
but the members did not seem favorably 
impressed with the idea. 

In Massachusetts, the State Board of 
Charity as early as 1867 made a fruitless 
recommendation to the legislature regarding 
family care. After repeated agitation on the 
subject by the State Board, the Massachu- 
setts legislature in 1885 passed a law giving 
to the State Board authority “to place to 
board where they deem it expedient, and in 
suitable families throughout the Common- 
wealth, insane persons of the quiet, chronic 

Massachusetts was thus the first state in 
the United States to inaugurate a system of 
family care. On August 10, 1882, two pa- 
tients were boarded out; this number was 
increased to 29 by January 1, 1886. The 
undertaking proved successful and was con- 
tinued(5). 

Across the state line from Massachusetts, 
New York was having difficulties of its own. 
Dr. Stephen Smith, state commissioner in 
lunacy, noted with increasing concern the 
serious overcrowding evident in state hospi- 
tals and county asylums. He observed in 
1884 that there were large numbers of pa- 
tients in every asylum who did not require 
asylum care and discipline, but they received 
better care in an asylum than they could 
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“under any other circumstances now avail- 
able.”” He lamented the fact that there was 
not more flexibility in the lunacy laws of the 
state: 

.... The managers of asylums ought to have 
larger discretionary powers in the management of 
asylums. They should be able, under recommenda- 
tion of the superintendent of their respective insti- 
tutions, to give greater freedom to patients, and 
greater scope to curative measures. It would be to 
the permanent advantage of asylums if managers 
were empowered to allow patients to go to their 
homes or friends on trial, to board for a time at 
health resorts or other places better adapted to their 
health than the asylum or to engage in industrial 
pursuits for remuneration. In various ways could 
the managers, in the exercise of their judgment, 
governed by the advice and experience of the medi- 
cal officers, improve the condition of the insane in 
their charge, if they were given suitable powers (6). 

Probably taking a page from recent experi- 
ences in Massachusetts (though he made no 
mention of that fact) the commissioner in his 
annual report to the legislature for the year 
1885 strongly advocated the organization of 
a system of family care in New York State 
founded on Scottish methods, stating that 

Of the methods of providing for the insane in 
public care that of boarding out the quiet and harm- 
less class in private families has assumed such 
importance in Scotland that I deem it my duty, in 
discussing the subject of the future provision for 
the insane in this state, to call the attention of the 
legislature to the system, and the success which has 
attended its operation. 

The scheme was growing in popularity in 
Scotland, owing largely to efforts on the part 
of the Lunacy Board to make it “better 
understood, better organized and better 
supervised.” Among its advantages were the 
facts that / 

. .. . Money has been saved, the patients have 
been sufficiently well cared for, and in many cases 
made happier, and asylums have been relieved from 
over-crowding, prevented from growing unmanage- 
able in size, and have been left more to their proper 
work of treating the curable and recent cases. 

These facts, together with the observation 
that the abuse of patients in families seemed 
to be exceedingly slight and unimportant, led 
Stephen Smith to suggest the “feasibility of 
organizing’ and carrying out a system of 
boarding out the insane in this State.” The 
allegation that American communities dif- 
fered radically from those in Scotland could 
hardly be supported in the eyes of the com- 
missioner since a system of family care had 
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recently been set up in Massachusetts and 
many families had been found willing and 
anxious to undertake the care of insane 
boarders. The commissioner then outlined a 
plan for organizing a system of family care 
in New York State: 


The success of this scheme will depend primarily 
upon the organization provided to administer ifs 
1. The 
selection of cases suitable to be placed in families: 
2. The selection of families adapted to the care of 
the insane; 3. Adequate supervision of those ip 
families. Evidently the organization should be a 
central body, having intimate relations with the 
institutions for the insane, and large experience in 
the public charities of the state The state 
commissioner in lunacy should, at least in the early 
history of the system, personally examine all insane 
in families a sufficient number of times annually to 
be satisfied as to their condition and management, 
and should have power, with proper restrictions, to 
make the necessary arrangements for the boarding 
of each patient, and of removal again to (the) 
asylum, when, in his judgment, the interests of the 
individual patient required such transfer. Additional 
inspections or visitations could be organized which 
would be inexpensive and trustworthy. 


details. Three conditions are essential, viz.: 


In presenting this system of enlarging the accom- 
modations of the insane to the legislature, it is 
proper to add that in Scotland, about one-sixth of 
its entire insane population, in public charge, is now 
in family care. If in this state the system was as 
fully developed and as successful, not far from 2,000 
persons, now in asylums, would be enjoying the 
benefits of domestic life, and to that extent would 
these institutions be relieved of their over-crowd- 


While the commissioner was setting up an 
impossible task for himself—that of super- 
vising each case selected for family care— 
there can be no doubt that he had a clear 
conception of the possibilities of family care. 
It is unfortunate, perhaps, that family care 
was not then adopted by the state as one 


method of caring for the mentally ill. 
Stephen Smith, notwithstanding his ad- 


vanced ideas, was unable to secure the adop- 
tion of his recommendations. His efforts 
along this line may have been dampened by 
the publication in January 1886 of a paper 
by Dr. Charles W. Pilgrim then on the staff 
of the Utica Asylum. This paper described 
the author’s visit to the family-care colony at 
Gheel, Belgium. That he was not favorably 
impressed is indicated by the following quota- 
tion from his paper: 

....+ To make use of the sentimental argument 
that such patients are happier under surroundings 
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which most nearly approach home life is puerile, 
for, as has been said, they are not in a condition to 
appreciate their environment. And to claim that 
they are as well cared for in houses without any 
of the modern conveniences, by those whose intelli- 
gence, in some cases, seems but little above their 
own, as they would be in a well-managed, well- 
constructed hospital under the immediate care of 
watchful physicians and skilled attendants, I cannot 
believe to be the case from the evidence which my 
visit gave... .(8). 


Experiences in Massachusetts during the 
period 1885-1889 made it possible for Dr. 
Henry R. Stedman of Boston to write a 
paper evaluating the boarding-out system as 
set up in that state. While Stedman was 
quite certain that the Gheel system could 
“serve no useful purpose in the United 
States,” he endeavored to show that it was 
“possible to avoid the defects of the Belgian 
methods, without losing its advantages in the 
way of domestic care to which, as all ob- 
servers are agreed, many chronic cases are 
adapted.” In the first place, family care of 
the insane was anything but a novelty, since 
many mentally ill had for years been cared 
for by their own families in all parts of the 
country, “some comfortably, many improp- 
erly, not a few shamefully.” The new factor 
seemed to be that “these patients could be 
under the inspection and control of compe- 
tent central authority.” The objects of the 
boarding-out system were well known; they 
were 

.... to give to a selected number of mild, harm- 
less, chronic patients in asylums, who no longer 
need the confinement, and necessary artificial care 
and surroundings of institutional life, a more natu- 
ral and domestic life by boarding them out in 
families under state supervision, and at the same 
time to relieve the hospitals from overcrowding, 


allowing more room for the proper treatment of 
cases more susceptible to cure or improvement. 


As a rule Stedman found that the patients 
boarded out in private families were “com- 
fortable, contented, and in good bodily condi- 
tion.”” To be sure accidents sometimes oc- 
curred ; there had been one suicide, some had 
run away and others had had to be returned 
to the hospital. These accidents also oc- 
curred, however, when patients very much 
improved were discharged on a trial visit to 
their own families. One of the most serious 
objections raised against the boarding-out 
system was 


.... the liability to improper treatment to which 
the insane are thus exposed in the way of neglect, 


3 


the imposition of drudgery and perhaps actual abuse, 
through the supposed impossibility of procuring any 
but inferior guardians for the small allowances they 
receive. 


This objection was not found valid in prac- 
tice either at home or abroad. While the plan 
had not yet materially relieved the Massa- 
chusetts state hospital from overcrowding 
there was no denying the fact that it had been 
more economical than continued support in 
hospitals(Q). 

This paper was read at the 43d annual 
meeting of the Association of Medical Super- 
intendents at Newport, R. I. in 1889, and 
was the subject of much discussion. Dr. 
Henry M. Hurd was certain that the plan 
could not successfully be introduced in the 
State of Michigan. Dr. Eugene H. Howard 
of New York felt that all the advantages and 
few of the disadvantages of the boarding-out 
system could be secured by adoption of the 
cottage system. Dr. A. R. Moulton, inspector 
of institutions for Massachusetts—a guest at 
the meeting—stated that he had originally 
been prejudiced against the scheme, but his 
recent experiences as inspector had changed 
his opinions. He pointed out a number of 
advantages derived from the system, outlined 
his method of supervision, and closed his 
remarks as follows: 

Now I am very anxious that more patients shall 
be placed out to board, to relieve the crowded con- 
dition of Massachusetts hospitals, if for no other 
reason. Heretofore many have been consigned to 
the town alms-house. The hospitals, as I have 
represented here, are over-crowded, and the super- 
intendents are crying out for relief. The overseers 
of the poor are removing patients to their alms- 
houses, and without going into details I will simply 
say that I believe every such removal is a step 
downward, and that patients boarded in even our 
most undesirable families are much better off than 
if placed in our best alms-houses(10). 


The experience of Massachusetts was at 
least securing attention and awakening in- 
terest, though Dr. Herman Ostrander, in a 
paper read before the 7th meeting of the 
Association of Assistant Physicians of Hos- 
pitals for the Insane, ten years later (1899) 
declared that the Massachusetts experiment 
had “not yet found general favor in this 
country”’(11). An article by Dr. Owen 
Copp, executive officer of the Massachusetts 
State Board of Insanity went a long way, 
however, in dispelling whatever uncertainty 
may have been entertained as to the practical 
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results of thesystem. Though there had been 
wanting in Massachusetts “that continuity of 
policy and sustained support which would 
have been favorable to the best development 
of the system and an adequate test of its 
merits,” Dr. Copp was able to show positive 
results with relation to the institutions, the 
families, the patients and the public trea- 
sury(1I2). 

Some impetus was given the movement by 
the International Congress of Alienists, held 
at Antwerp in 1902. Most of the papers and 
discussions dealt with the care of the chronic 
quiet classes of insane in private families. 
At that Congress the following resolution 
was tinanimously passed: “Resolved: That 
family care should be applied in all its forms 
to the fullest extent.” In addition over 50 
members of the Congress signed the follow- 
ing resolutions: 


1. For a not inconsiderable portion of the insane 
population requiring supervision, family colonization 
represents the most natural, most free, best and 
cheapest kind of care, and constitutes at the same 
time for a great number of patients an important 
means of cure. 

2. Family care may be conjoined with any modern 
institution for the insane, especially where the 
nurses enjoy the privileges of separate houses and 
homes, which in itself is necessary for the securing 
of good nurses. 

3. But at most of the large asylums family care 
can have only very limited application. A general 
adoption of this system of care can only be expected 
by the foundation in suitable rural districts of 
central establishments reproducing the ordinary 
asylums on a very small scale to serve as points of 
origin for family colonization. 

4. The scheme of colonization does not do away 
with existing hospitals for the insane, nor is it 
suitable for every class of insane, but it can arrest 
in a practical, active and inexpensive manner the 
incessant and increasing demand for new asylums. 


As a result of this publicity the New York 
State Commission in Lunacy drew up an act 
“to amend the Insanity Law, relating to the 
care and maintenance of the indigent insane 
outside of state hospitals.” This act provided 
for setting up a system of family care in New 
York State and outlined a method to provide 
adequate supervision. The bill was intro- 
duced in the legislature but it met with con- 
siderable opposition and was not urged to 
passage(13). 

At a conference between the Commission 
and state hospital superintendents in Novem- 
ber 1907 Dr. William L. Russell, medical 


inspector, presented a detailed report of 
careful study of Massachusetts methods 
family care. The advantages claimed for t 
system were as follows: 


(2) that assaults, sexual accidents, suicides, 
even a certain degree of neglect, overwork, aq 
ill-treatment are not unknown in institutions, 
that careful selection and supervision will go f 


system is in operation there is a waiting list of 


applicants for patients, and that many apply ove favor 
. e = ‘ 
and over again for years, thus showing that the 
influence of the insane on the families is not found 
to be injurious; (4) that when working patient Es 
are removed from the hospitals, others are soon 
trained to replace them and are thus benefited ; (5) 
that some who had ceased to improve in the hospi-§ Dr 
tals recover when taken into families; and that New: 
others who did not recover, eventually became self-f _ net 
supporting or are taken care of by their friends - 
without expense to the state; (6) that the mainte} S01 
nance of the insane boarded in families is somewhat} Com 
less than in the institutions, and the cost of con-} in 1 
struction is saved; (7) that the system “creates syste 
tolerance of the insane by the public, facilitates their] “° -i} 
discharge from institutions, aids them in regaining =< 
and holding a foothold in the community, and may ee 
be a potent factor in diminishing the accumula-} estab 
tion rate.” | New 
being 
Dr. Russell also found a number of serious} |, , 
objections to the system. temt 
As a result of this survey and of the en-} obta 
suing discussion, the consensus of opinion wre 
adm 
seemed to be opposed to any attempt at set-} ine 
ting up a system of family care in New York} ing: 
State, a view with which the commissioners | we | 


coincided. They felt that the relief from§ °* 


overcrowding would be inconsequential par- pu 
ticularly because in the south and eastern § row 
parts of the state—where overcrowding was § doe 
most serious—there were few families with B sh 


homes even passably comfortable who did 
not receive “from summer guests from the 
great cities a far greater return for energies 
expended in supervision than the state could § \ 
possibly afford’’(14). 

So far as New York State was concerned § on 
—and indeed, the whole of the United States § he 
with the exception of Massachusetts—the § at 
issue of family care was shelved. More than § pr 
a quarter of a century elapsed before it was § th 
again considered in New York with any§ w 
degree of seriousness. q 

At the International Congress on Mental | T 
Hygiene, held in Washington in 1930, Dr. J b 
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rederick Sano, medical director of the 
amily care colony at Gheel, presented a 
per setting forth the advantages of family 
care as it had been developed in the colony. 
The subject was also discussed by Dr. Rudolf 
Fabinyi, of Hungary, who pointed out the 
extensive and successful use of family care in 
that country. Although no immediate action 
followed the discussion at the Congress, it 
seemed certain that psychiatrists in this coun- 


try were led to view family care in a more 


favorable light. 


EsTABLISH MENT OF FAMILY CARE IN 
New STATE 


Dr. Charles L. Vaux, superintendent of 
Newark State School, proceeding with the 
sanction of Commissioner Frederick W. Par- 
sons and under the guidance of Assistant 
Commissioner Sanger Brown, II, introduced 
in 1931 in New York State a family care 
system for mental defectives. Dr. Vaux de- 
scribed his first placements as follows: 

.... For some time, we have had in mind the 
establishment of a boarding home in the Village of 
Newark where cases might be sent directly without 
being admitted to the institution proper. On August 
II, 1931, the first child was sent out and on Sep- 
tember 25, 1931, an approved boarding home was 
obtained with one of our former matrons. In all 
four selected cases were sent to her. They were 
admitted to the local public school and placed in 
the ungraded or opportunity class. We are watch- 
ing this experiment with a great deal of interest, as 
we believe it has many advantages. The child does 
not become institutionalized, avoids the stigma of 
being an inmate of an institution, and mingles with 
normal girls of her own age, besides being sur- 
rounded by a home-like atmosphere. The cost 
does not much exceed the per capita cost at the 
school(15). 


Meanwhile, at the request of Dr. Sanger 
Brown, II, assistant commissioner of the 
Department of Mental Hygiene, Dr. Horatio 
M. Pollock made a special study of family 
care of mental patients and presented a paper 
on the subject to the Quarterly Conference 
held in New York City December 10, 1932 
at the Psychiatric Instiute and Hospital. The 
problem of providing accommodations for 
the increasing number of mentally-ill patients 
was yearly becoming more acute and the 
question was raised as to what could be done. 
The hopes of preventive medicine had not 
been fulfilled, wrote Dr. Pollock, and could 


not be expected to do much more in helping 
to solve the problem during the present 
generation ; research in this field was com- 
paratively new and the principles thus far 
developed had not been very extensively ap- 
plied. While curative treatment presented 
another avenue of escape from the institution 
burden, present recovery rates did not “af- 
ford a basis for untempered optimism.” 
There was, however, a way of reducing hos- 
pital population which hitherto had largely 
been neglected in this country: 

At present we allow a large number of unre- 
covered patients to go into the community on parole 
or trial visit. If these patients adjust properly to 
community life, they are eventually discharged. If 
they do not adjust they are returned to the hospital. 
The family care of patients . .. . is merely an ex- 
pansion and extension of such parole system. The 
principal distinction between family care and parole 
as now practiced lies in the matter of support. 
Paroled patients are usually placed with relatives 
or friends who agree to become responsible for the 
patient’s maintenance: under the family care system 
the state or other public authority pays wholly or 
in part for the care of patients in private homes, 
usually homes of persons who are strangers to 
the patients. 


Presenting the system in this light undoubt- 
edly did much to overcome whatever opposi- 
tion or prejudice there may have been against 
this novel idea, novel at least so far as putting 
it into practice in New York State was con- 
cerned. 

The systems of family care as they were 
conducted at Gheel, in Scotland, Switzerland, 
Germany and Massachusetts were outlined, 
and the question as to whether it would 
be wise to extend the parole system in New 
York State by placing patients in families 
was one which, according to Dr. Pollock, de- 
served full consideration. He concluded as 
follows: 


.... If the following questions can be answered 
in the affirmative it would appear that a system of 
family care should be undertaken in this state: 


1. Would patients be as well cared for in family 
homes as in institutions? 

2. Could family care be made satisfactory from a 
psychiatric viewpoint ? 

3. Could mental patients be placed in homes so 
that no harm would come to the home in which they 
are received or to the community in which they 
are placed? 

4. Would the cost of family care to the state or 
to patients who can afford to pay be less than that 
of institution care? 


| 
{ 
ofl 
| 

tutions, ang 
will go fy 

where th 
ting list 9 

i 

| 

| 

4) 

{ 


356 HISTORY OF FAMILY CARE IN AMERICA [ Noy, 


5. Would a considerable number of suitable 
homes in several parts of the state be available for 
mental patients ? 

6. Could a community system of care such as 
prevails at Gheel be developed in villages in this 
country ? 


While it seems probable that an affirmative 
answer could be made to all of these questions, the 
matter would be positively determined only by trial 
demonstration. It is thought that within easy reach 
of the present state hospitals there are several 
villages that would constitute favorable centers for 
family care. There should also be available many 
former state hospital employees. who now maintain 
homes of their own that would be willing to care 
for patients therein. 

Having in mind the great institutional problem 
before us and the experience of other countries, I 
believe that family care of mental patients deserves 
the serious consideration of the authorities of this 
state and that a trial demonstration under as favora- 
ble circumstances as possible should be made(16). 


This paper was enthusiastically received 
and discussed at length by members of the 
conference. While Dr. Earle V. Gray, super- 
intendent of Gowanda State Hospital, was 
not sure that New York State was prepared 
to launch a system of family care, he believed 
that “it would be of tremendous value to the 
state as a whole,” and suggested that a begin- 
ning might be made at some of the institu- 
tions. At this point Dr. Vaux presented in 
some detail an outline of the experiment 
being carried on at his institution: 


At the Newark State School we have been con- 
ducting an experiment along the lines of Dr. Pol- 
lock’s paper, and in placing the patients from our 
institution outside we have the same difficulty to 
meet as with insane patients, that is, in getting the 
patient who has been in an institution a long time 
to take up life outside. 

This is helped by our colony methods, the colony 
house serving as a halfway house leading to parole 
and carrying over something of institutional care 
during the time that adjustment to community life 
is being made. 

While the institutionalization of an adult patient 
may get her out of step with her former mode of 
living, it has a greater effect upon a child because, 
when she spends the formative years in an institu- 
tion, she has missed those contacts and experiences 
that develop her ability for life in the com- 
munity. .... 

To meet this, we recently went a step further than 
the colony house and started a boarding home for 
four girls. With this boarding home, we aimed at 
complete separation from the institution, and to 
establish as nearly as possible a normal family 
situation. We obtained a foster-father and mother, 
who had already raised a family of their own which 
has grown up and left home, leaving a void in their 


parental affection and no outlet for their capacity to 
care for children. Their comfortable home is sity. 
ated in a nice section of the village, about one mile 
from the village school which the girls attend. The 
foster parents were instructed to treat these children 
as their own, and to supervise them no more or no 
less than they would their own. These girls help 
with the housework, run errands, play in the yard 
and do their homework. They go unattended to 
school, church, Sunday school, choir rehearsals, Girl 
Scout meetings and motion picture shows. 


The success of the experiment was shown 
in part by the fact that the girls not only 
made good marks in the special class but two 
of them had done so well that one was pro- 
moted to the regular fourth grade and 
another was about to enter the third grade, 

On motion Commissioner Parsons ap- 
pointed a committee on home and community 
care of institution patients. Dr. Robert 
Woodman, superintendent of Middletown 
State Hospital, was made chairman of the 
committee with Miss Crutcher and Drs. 
Vaux and Pollock as his co-workers(17). 

The committee on family care reported to 
the Quarterly Conference held at Marcy 
State Hospital on September 12, 1933. Two 
members of the committee had visited pa- 
tients boarded out in Massachusetts and 
additional information concerning family 
care practices in Europe was reported. A 
start in the family care of patients had been 
made at the Newark State School when four 
patients were placed in private homes during 
January 1933. Money for the financial sup- 
port of this venture was diverted from the 
“colony funds” of the institution. By Sep 
tember 3 32 patients (all women of adult age) 
had been placed in 14 homes in the village of 
Walworth, New York. These patients were 
maintained at $4 per week and not more than 
three inmates were placed in any one home. 
Walworth is a pleasant rural community of 
300 inhabitants located in the country some 
distance from the railroad and main high- 
ways. Here, situated within 17 miles of the 
Newark State School, the patients could walk 
the roads unendangered by traffic. This com- 
munity had the further advantage of being 
accessible at all times in case of emergency 
and was near enough for frequent visits of 
supervision. 

The committee report continued : 


. We recommend that a sum be placed in the 
budget of the Department of Mental Hygiene suff- 
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cient to experiment with this method both by the 
dispersion of patients and by the method of develop- 
ing centralized communities. The money could be 
allotted to state hospitals and state schools prepared 
to give the method a trial. Twenty-five thousand 
dollars would board nearly 100 patients for a year 
at $5.00 a week. The size of the appropriation may 
well depend on the interest manifested. We believe 
that as an extension of the parole system no further 
legislation is necessary (18). 


Early in 1934 the authorities at the New- 
ark State School decided to establish a com- 
munity center in the village of Walworth. 
Many of the patients went unattended, some 
for considerable distances, on errands to the 
village ; it was thought that they should have 
some place to rest other than the post-office 
steps. Accordingly arrangements were made 
with one of the guardians whose residence 
was centrally located to operate a community 
center in her home. In addition to serving as 
a social center it was arranged that it should 
become a center for social service, nursing 
care, and a depot for clothing, supplies and 
occupational therapy materials. The board- 
ing mother was made an employee of the 
school : 

.... She furnishes the room, also acts in the 
capacity of nurse, looking after the feet, hair and 
weight, etc., of all cases in the community. Here 
they are provided with books, magazines, pictures, 
games and a radio, Our occupational therapy direc- 
tor visits this room occasionally, and provides suita- 
ble forms of occupation which fill a long-felt want, 
as many patients have complained of so much idle 


time, something which never seemed to interest 
them while in the school(19). 


At the goth annual meeting of The Ameri- 
can Psychiatric Association in 1934, Drs. 
Charles E. Thompson and Horatio M. Pol- 
lock presented papers on family care of the 
insane. The former reviewed recent develop- 
ments in Massachusetts and his own work at 
the Gardner Colony and concluded with the 
following paragraphs : 


I believe that family care should be a part of 
every hospital system because: It provides homes 
for those who for sufficient reason cannot be re- 
turned to their former homes. It offers a beneficial 
change in environment to many patients. It is the 
natural step between hospital and parole. In some 
cases it may assist in quicker social readjustment, 
offering as it does a chance of individual adjust- 
ment. It should make prolonged hospitalization in 
many cases unnecessary. It is not only applicable 
to the deteriorated or those of advanced years, but 
also to other types, especially the convalescing. 


Every patient in family care makes a bed in a 
hospital unnecessary. 

Success or failure of the family care system de- 
pends upon the active, continuous, intelligent interest 
of those who develop and supervise it (20). 


Dr. Pollock’s paper was chiefly concerned 
with practical considerations for setting up 
systems of family care and with the advan- 
tages to be derived therefrom: 


In introducing a system of family care cohsidera- 
tion must be given to the welfare of patients, the 
expense involved, the means to be taken to secure 
adequate supervision, the conditions to be met to ob- 
tain public approval and the general welfare of the 
community in which the patients are placed. .... 


This outline was followed by a number of 
concrete suggestions looking toward the 
establishment of special colonies in a state 
system of family care. In conclusion he 
wrote: 


The advantages to be derived from family care 
would be four-fold: The patients placed in suitable 
families would resume a measure of community life 
with a natural environment and with more freedom 
than could be possible in a state hospital. The 
families receiving patients would have an outlet for 
their altruistic sentiments and would acquire a 
secure economic status. The state hospital relieved 
of many of its custodial cases could devote more 
of its energies to the scientific treatment of acute 
and recoverable patients. The state conducting an 
extensive system of family care would be relieved 
of the necessity of building new hospitals and would 
have a better opportunity to treat its mental patients 
in accordance with their individual needs(21). 


In the discussion of these papers it devel- 
oped that the State of Pennsylvania had given 
serious thought to this subject—the sole 
handicap being lack of legislative authority 
to board out patients(22). 

Family care received new impetus in New 
York State in 1935 when it was enacted by 
the Legislature (Laws of 1935, Chapter 27) 
that 

There may be allocated from the money appro- 
priated for maintenance and operation of any insti- 
tution in the Department of Mental Hygiene a sum 
not to exceed $20,000 for the purpose of establish- 
ing a system of community care for legally admitted 


patients and inmates at rates not exceeding $4 per 
week.? 


2In 1940 the Legislature increased the maximum 
rate to $6 per week and in 1942 further amended 
the law by removing the limit on the rate to be paid. 
In that year the Department authorized the pay- 
ment up to $7 per week plus 25 cents per week per 
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This money was made available July 1, 
1935; New York State thus officially intro- 
duced a system of family care for patients in 
.the state hospitals. During the year that fol- 
lowed I1 state hospitals and 4 state schools 
placed patients with private families under 
the provisions of the above appropriations. 
By June 30, 1936 the state hospitals had 
placed 268 patients and the state schools, 137 
patients. The largest total of such patients, 
86, was under the supervision of the Middle- 
town State Hospital while Harlem Valley 
and St. Lawrence State Hospitals reported 
55 and 32 patients, respectively. As the 
undertaking had thus far proved very satis- 
factory, it was planned to extend placements 
during the next fiscal year so far as available 
funds permitted. To aid in this venture, 
Dr. Pollock edited, and wrote in part, a book 
on Family Care of Mental Patients during 
the fiscal year 1936; it was published in 
December by the State Hospital Press. This 
was the first book on the subject in the 
English language. It described family care in 
several countries in Europe, told the story of 
Massachusetts’ experience along this line, 
outlined New York’s experiments in family 
care and gave some practical considerations 
for introducing and developing the plan(23). 

Chapter 125 of the Laws of 1937 increased 

the amount of money available to each insti- 
tution (except Newark State School) for 
family care from $20,000 to $30,000. It was 
therefore expected that the number of pa- 
tients placed in family care for the fiscal year 
1938 would be larger than that for the pre- 
vious year. Nevark State School, which had 
the largest number of patients in family care 
(129 patients), was allotted $40,000 to spend 
for this purpose during the ensuing year. 
Further study of family care was made 
possible by joint action of the New York 
State Department of Mental Hygiene and 
the National Committee for Mental Hygiene. 
Dr. Pollock and Miss Crutcher were ap- 
pointed to make a study of family care in 
Germany and other European countries dur- 
ing July, August and September, 1937. The 
expense of the study was paid from a grant 


patient for spending money. In April 10943 the 
allowable rate was again increased, this time to 
$8 per week. 
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made by the Oberlaender Trust of Phila. 
delphia. 

During the fiscal year ended June 30, 1938 
a number of hospitals materially increased 
the number of patients placed in family care 
and the results were most encouraging jp 
promoting the social development and re. 
habilitation of the patients. 

During 1939 family care lost ground OWing 
chiefly to lack of appropriated funds to pay 
the board of patients. However, increasing 
interest was evident by the number of appli- 
cations for patients ; the various communities 
had found it a satisfying and profitable ex. 
perience. Relatives of patients had also ex. 
pressed their satisfaction with the experiment 
by making every effort to keep patients in 
family care(24). 

At the 1939 annual meeting of the Amer: 
can Association on Mental Deficiency in 
Chicago, Pollock read a paper on the future 
of family care in America. He pointed out 
that 


In making provision for the future care of the 
mentally ill and the mentally defective we can adopt 
one of the several lines of action: 


1. We can continue the policy now in vogue in 
most states of providing elaborate institutions fora 
portion of the mental patients while neglecting 
the others. 

2. We can adopt the policy of certain other states 
and provide simple, custodial care for the lowest- 
grade patients and neglect the others. 

3. We can use the plan in operation in a few 
other states and supplement institution care with 
colony care and family care, and thus provide for 
the larger part of the patients that need state 
assistance. 


He further stated that since the demands 
made upon the institutions were so great, and 
since family care costs only about half as 
much as institutional care, it was probable 
that in the not distant future the general use 
of family care would supplement institution 
care in every state of the Union. The main 
features of such a system would include: 


1. A small central hospital which would receive 
patients deemed suitable for family care direct from 
the community or from a state hospital or. state 
school. Such patients would be observed for a 
few days and then placed out in suitable families. 

2. A group of families easily accessible to the 
central hospital who would receive and care for the 
patients assigned them. Such caretakers should re 
ceive training for their task. .... 

3. A well-organized plan of operation. No system 
of family care will run itself. For smooth working 
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there is required a staff of experts who will per- 
form their respective functions with promptness and 
efficiency. Skill is required for the examination of 
patients, for the selection of families, for the allo- 
cation of patients, for the instruction of caretakers 
and for the supervision and treatment of patients in 
their foster family homes. The best possible treat- 
ment of each individual patient is the end to be 
attained. 


In this way one-fourth of the mentally ill and 
one-third of the mentally defective patients 
could readily be placed in family care(25). 

As a result of more adequate legislative 
appropriations for the purpose, the number 
of mentally-ill patients in family care in New 
York State rose from 209 at the close of the 
fiscal year 1940 to 1,017 patients in 1941. 
The experience thus far gained indicated not 
only that family care was entirely practicable 
but that general satisfaction with the system 
was expressed by the patients, by the families 
receiving them and by the hospitals using the 
system. Visitors had even come from other 
states and Canada to learn something of New 
York’s program for family care. These in- 
quiries came from both public and private 
organizations interested in what this type of 
care offered to patients. New York’s experi- 
ence showed that it saved money for the 
state and offered a maximum amount of 
freedom and satisfaction for patients (26). 

An outstanding contribution to the litera- 
ture on family care in 1944 was the publica- 
tion of Foster Home Care for Mental Pa- 
tients by Miss Hester B. Crutcher(27). In 
this book Miss Crutcher discusses the mean- 
ing and objectives of family care, its develop- 
ment at home and abroad, and the results of 
a family care program—financial as well as 
therapeutic. There are chapters on the selec- 
tion of patients, selection of homes, super- 
vision of the patient, methods of organizing 
family care, suggested forms and procedures, 
case histories, and an appendix dealing with 
family care programs in the United States. 
The advantages of family care are tersely 
summed up as follows : 

The experience in several states during the past 
ten years has shown that family care is an effective 
administration procedure—effective for the follow- 
ing reasons: (1) it releases space for other patients 
in need of specialized treatment and for those from 
whom the community. needs protection; (2) it pro- 


vides care for the patient at less cost than hospital 
maintenance ; and (3) a large proportion of patients 


so placed make a relatively permanent and satis- 
factory adjustment. 


INTRODUCTION OF FAMILY CARE IN OTHER 
STATES AND CANADA 


In the thirties a sentiment in favor of 
family care developed in several states and 
in the Province of Ontario, Canada. In the 
main the annex system whereby patients 
were placed out directly by institutions was 
adopted. A brief statement of the action 
taken in the several states and in the province 
follows. 

Following the example of Massachusetts, 
Dr. J. Allen Jackson, then superintendent of 
the Danville (Pa.) State Hospital, instituted 
in 1932 a system of boarding out patients in 
cooperation with poor authorities. In a per- 
sonal communication to the author, October 
21, 1935, Dr. Jackson stated : 


For this purpose three types of homes were 
sought : 


1. Wage homes in which the maintenance of the 
patient would be provided for entirely by his own 
labor. 

2. Part wage homes in which the work of the 
patient could be accepted as part payment for 
maintenance. 

3. Boarding homes in which maintenance would 
be provided by relatives, friends, overseers of the 
poor or county commissioners. 


In the selection of boarding or wage homes, great 
care is exercised to determine the community en- 
vironment, the physical qualities of the home and 
the qualifications of the applicants for rendering the 
type of supervision necessary for patients placed 
with them. .... A social service investigator per- 
sonally investigates the home and checks carefully 


,on all references given, after which the home is 


either approved or disapproved by the superinten- 
dent of the hospital. 

The funds necessary to maintain an indigent 
patient in a strictly boarding home are $18 a month, 
which sum is divided into $14 for food and shelter 
and $4 for clothing and incidentals. This amount 
is provided by either relatives, friends or, in most 
instances, by the overseers of poor and county com- 
missioners of the district responsible for the mainte- 
nance of the patient in the hospital. 


In 1935 the legislature of the State of 
Pennsylvania passed an amendment to the 
mental health law, providing for the boarding 
out of mental patients. The act authorized 
the superintendent and board of trustees of any 
state mental hospital to contract or otherwise 


arrange for the boarding out of committed mental 
patients who have not criminal, suicidal or homi- 
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cidal tendencies or who are not addicted to the use 
of alcohol or narcotics and who, in the opinion of 
such superintendent, and board of trustees may be 
otherwise suitable. 


Such arrangements had to be approved by 
the Department of Welfare before being put 
into effect. Unfortunately the legislature of 
Pennsylvania thus far has not made the 
appropriations necessary to permit the gen- 
eral use of family care by the state hospitals. 

In the State of Utah a legislative act pro- 
viding for the family care of mental patients 
became effective March 14, 1935. Section 2 
of the act reads as follows: 

Patients Placed at Board.—The board of trustees 
of the hospital upon the recommendation of the 
superintendent may place at board in a suitable 
family in this state any indigent patient in the hos- 
pital who has been regularly committed and is 
quiet and not dangerous. Any such patient so placed 
at board by the trustees thereof shall be deemed to 
be an inmate of the hospital. The cost to the hos- 
pital for placing such patient at board shall not 
exceed $4 per week for each patient. The bill for 
the support of the persons who are placed at board 
in the families by the board of trustees shall be paid 
monthly by the hospital and shall be made out by 
the steward, examined by the board of trustees at 
their regular meeting and if approved, submitted to 
the state auditor as are other obligations of the 
hospital. 

The placing at board of such patients shall in no 
way affect the rights of the hospital to supervision 
and readmission of the patients. All patients so 
placed at board shall be at the expense of the 
hospital and shall be visited by the superintendent 
or his duly appointed assistant at least every three 
months. Frequent reports may be required from 
those into whose care patients are placed by the 
superintendent. 


Owing to the fact that the state institutions 
in Utah have ample capacity, the putting into 
effect of the law has been delayed. 

The State of Illinois, through its Depart- 
ment of Public Welfare, began the placement 
of patients in families in 1941. Patients are 
placed out by the managing officers of the 
state hospitals and state schools. The funds 
for the payment of caretakers are obtained 
from the general maintenance appropriation 
of the institutions supplemented by contribu- 
tions from either government or private 
sources. In some cases the family care pa- 
tients pay in part or whole for their mainte- 
nance by working for their caretakers. Thus 
far the system in Illinois has not assumed 
large proportions. 


The Board of Mental Hygiene of the State 
of Maryland in 1941 made an arrangement 
with the State Comptroller whereby certain 
funds could be used to cover the family care 
of mental patients. Patients are placed out 
by each of the state hospitals. In some cases 
the funds provided by the state are aug. 
mented by old age assistance or other relief 
aid. Patients who are financially able are 
required to pay in full for their maintenance 
in families. 

The state hospitals in California in 1939 
placed in families a few patients who were 
able to pay for their maintenance. The state 
officially adopted a family care system in 
1941 by appropriating $45,000 to each of the 
seven state hospitals for use in placing pa- 
tients in families. In general the system 
adopted is similar to that used in Massachu- 
setts and New York. 

In the State of Michigan family care was 
adopted to supplement institution care in 
1942. The system was instituted by Dr, 
Frank F. Tallman, then director of mental 
hygiene for the State Hospital Commission. 
The Commission receives appropriated funds 
to cover the costs of family care, including 
board of patients and salaries of supervising 
social workers. Patients are placed out 
directly by the state hospitals. 

In Rhode Island as early as 1914 the State 
Hospital for Mental Diseases was authorized 
to place mental patients in families. The law, 
however, did not take effect until 1940. Pre- 
viously no money was appropriated for the 
pay of caretakers. Since that time there 
has been a noteworthy development of the 
system. 

The Province of Ontario, Canada, enacted 
legislation in 1933 to enable the provincial 
mental hospitals to board patients in private 
homes at the expense of the province. The 
express purpose of the act was to relieve 
congestion in the hospitals and reduce capital 
expenditures and also to provide a suitable 
environment for patients of the chronic class. 
The system adopted was patterned after that 
used in Scotland and Massachusetts. Each 
hospital was at liberty to place out patients 
or to refrain from so doing. By December 
31, 1944, ten of the fourteen Ontario hospi- 
tals had 523 patients placed in approved 
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homes. These constituted about 4 per cent of 
the patients on the books of these hospitals. 


From the foregoing review of the use of 
family care of mental patients in America it 
will be seen that this system of care is gradu- 
ally becoming more widely adopted. Its de- 
velopment up to the present time would 
undoubtedly have been much greater had it 
not been interrupted by the World War 
which began in 1939. Following the success- 
ful termination of the war we may confi- 
dently expect the adoption of family care by 
all of the states of the United States and all 
the provinces of Canada. 
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A TOTAL PSYCHOTHERAPEUTIC PUSH METHOD AS PRACTICED 
IN THE FIFTH SERVICE COMMAND REHABILITATION 
CENTER, FORT KNOX, KENTUCKY 


JOSEPH L. KNAPP, Major, M.C., ann FREDERICK WEITZEN, B.A. 


This is a presentation of the psychothera- 
peutic method used in treating military de- 
linquents at the Ft. Knox Rehabilitation 
Center’ as a result of the development, 
growth and experience of 24 years of opera- 
tion. These centers were deemed necessary 
because of the increasing number of military 
offenders and the growing seriousness of 
the manpower shortage. This increase of 
military offenders was to be expected be- 
cause of the transition from a professional 
to a civilian army and the enormous ex- 
pansion of the army. Each rehabilitee is a 
general prisoner, sentenced by a court-martial 
to at least 6 months confinement and a 
dishonorable discharge, which is suspended, 
after conviction of a serious military offense. 
At the time the sentence is passed the court 
makes a recommendation as to whether the 
soldier has any possibility of being rehabili- 
tated and restored to duty. If this is the 
opinion he is committed to a rehabilitation 
center. 

The initial psychotherapy is administered 
the day the rehabilitee arrives at the center 
and continues until he leaves. On the day 
he arrives a check of his clothing is made 
and any additional necessary clothing is is- 
sued, including a class A uniform and toilet 
articles. He now bses the title of prisoner, 
with its accompanying stigma, and is there- 
after referred to as a rehabilitee. This in 
itself is of psychological benefit as it lessens 
a feeling of rejection developed during his 
court-martial and confinement in the guard- 
house. 

Each rehabilitee is interviewed by the 
Commandant, who informs him of his new 
status, briefly discusses the rules and regu- 
lations and assures him that regardless of 
the reason for being sent to the center he 
will be given full opportunity to return to 


1 Rehabilitation Centers were established in each 
of the 9 Service Commands in the United States 
by WD Circ. 368 on 9 Nov. 1942. 
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duty and revert to his previous honorable 
status as a soldier of the U. S. Army. This 
personal contact with the Commandant is of 
tremendous benefit because it tends to give 
the rehabilitee full assurance and encourage- 
ment that he can be restored to duty, and 
dispels any doubts or erroneous ideas he may 
have received concerning his status prior to 
his arrival. 

Another contact made early in his stay at 
the center is with the custodial officer (super- 
visor of prisoners) who, further and in more 
detail, orients the rehabilitee to the rules 
and regulations of the center, informs him 
of the general routine, limitations on send- 
ing and receiving mail, the handling of per- 
sonal funds and possessions and a general 
outline of the merit system.* The custodial 
officer further advises the rehabilitee that 
he will assist him with any military or per- 
sonal matters and on any specific problem 
he has while at the center. It is at this 
time that the custodial officer tries to adjust 
any initial problem the rehabilitee may have, 
to remove any potentially aggravating factor 
which might retard his adjustment. 

The chaplain’s office has an important 
function and each rehabilitee makes an early 
visit to the center chaplain who advises that 
he is always available to discuss and help 
with any personal or religious problems. 
He encourages the rehabilitee to take ad- 
vantage of the weekly religious services and 
program. The chaplain, in many instances, 
is a most beneficial influence in assisting a 
man to rapidly develop a healthy attitude 
towards the entire center program. It has 
been found that some rehabilitees feel more 
free to discuss their personal problems with 
the chaplain, who makes every effort towards 
a solution. The chaplain is also an important 
factor in arranging some of the recreational 
program. 


2 This system was recently instituted and will 
be explained later in this article. 
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A full time medical officer is assigned to 
the center and each rehabilitee, soon after 
admission, is given a complete physical ex- 
amination. Arrangements are made for den- 
tal care, correction of visual defects and a 
complete investigation and correction, if 
possible, of any other physical defect or 
complaint. This is extremely necessary as a 
fair percentage of the men have been outside 
of military control for varying periods of 
time. The medical officer makes every effort 
to assume the role of family physician and 
counsellor. It is found that in many cases 
a minor or major physical defect was a factor 
in the maladjustment which eventually led 
to the rehabilitee’s present confinement. 

The Red Cross worker also makes con- 
tact with each rehabilitee to assist with his 
personal, family and financial problems, util- 
izing the Red Cross home chapters and their 
contacts with all the public, private, social 
and relief agencies. Early arrangements can 
be made for financial assistance for the re- 
habilitee’s dependents during his stay at the 
center. This relieves much of the worry 
over the welfare and financial status of his 
family. The Red Cross worker also acts as 
a liaison officer in obtaining the sociological 
case history of each rehabilitee by requesting 
this’ service from the local chapters. 

The department of ‘psychiatry and sociol- 
ogy is a focal point during the rehabilitee’s 
entire period of confinement. Within a few 
days after his admission a preliminary, de- 
tailed interview and psychiatric examination 
is conducted. All indicated special psycho- 
logical tests are administered. Initial screen- 
ing is done so that early intensive examina- 
tion and therapy can be performed. The 
necessary factual information is obtained to 
insure a complete sociological history and 
a preliminary personality evaluation is made. 
It is at this point that the man receives his 
first of a series of individual psychothera- 
peutic treatments and he is orientated to 
group psychotherapy. The individual psy- 
chotherapy is variable in amount due to the 
large number of rehabilitees and limited 
amount of trained psychiatric personnel. The 
ideal, but impossible standard would be pro- 
longed intensive individual therapy in all 
cases, correlated with the group psychother- 
apy. A minimum of three sessions, totalling 


approximately 4 hours, is given to each re- 
habilitee. In many instances where the prog- 
nosis appears to be good, additional indi- 
vidual therapy is given. Additional therapy 
is also given to selected cases because of 
their aggressiveness or marked antisocial 
behavior which produces institutional prob- 
lems. The purpose of the treatments is to 
“soften” and socialize the men to more 
acceptable behavior patterns. Through ex- 
amination and indicated tests recommenda- 
tions are made for proper placement in the 
vocational program. 

All of the above contacts are made within 
several days to provide as complete an ori- 
entation and evaluation of each individual 
rehabilitee as is possible. Experience has 
highlighted the value of the rehabilitee’s early 
and complete understanding of the center’s 
purpose and functions. This tends to desensi- 
tize him from the stigma attached to being 
a general prisoner. The multiplicity of early 
contacts is intended to encourage and rease 
sure the individual, minimizing any feelings 
of rejection and at the same time bolstering 
his ego to the point where he is desirous 
and confident of being restored to duty. It 
is repeatedly emphasized that this is a place 
where he must learn to understand the per- 
sonality deficiencies which led to his coming 
here, and to change to more acceptable be- 
havior patterns. 

The general program for the first 3 months 
at the center is arranged to provide a healthy, 
equal distribution of group and individual 
psychotherapy. One half of the day is utilized 
in a varied work program, which with the 
military training, provides the necessary 
physical activity. The work program con- 
sists of logging, clearing of brush and the 
operation of a sawmill, which provides much 
of the lumber used on the military reserva- 
tion. Road building, the beautification of 
the grounds are carried on the year round. 
A small nursery is maintgined within the 
center and numerous work details are fur- 
nished throughout the post to assist other 
organizations in the maintenance and com- 
pletion of their functions. As a result of 
the beautification program the area around 
the rehabilitation center is one of the most 
attractive on the reservation and provides a 
healthy psychological environment. The men 
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are under constant supervision of overseers 
who function as guards and foremen. These 
men as well as all personnel of the center 
received continuous weekly training which 
corresponds to the in-service training pro- 
gram of a progressive custodial institution. 

Part of the remaining half day is devoted 
to infantry military training and it is pos- 
sible to give a thorough basic course. Con- 
siderable emphasis is placed on drill and 
calisthenics, for promotion of physical stam- 
ina, the development of group action and 
good military discipline. It has been proved 
that these activities are extremely valuable 
in promoting group action (teamwork) and 
the automatic, unquestioning acceptance of 
authority, which is essential in the training 
of any good soldier. 

The educational program supplements the 
man’s military training so that he may be- 
come a more efficient and satisfactory soldier. 
Consideration as to the special course he 
receives is based on his education, general 
intelligence, civilian and previous military 
occupation. Educational classes are con- 
ducted for all semi- and total illiterates, 


since in some cases this factor is closely re- , 


lated to a man’s maladjustment in the army. 
Courses in mechanics, clerical work, signal 
communications and cooking and baking are 
provided for the men able to absorb this 
training. Demonstrations and actual prac- 
tical experience are afforded as an integral 
part of the training in each military specialty. 
Rehabilitees with special skills are utilized 
as assistant instructors in the various classes. 

Recreational activities such as movies, or- 
ganized athletics, a library and travel talks 
are provided as a regular adjunct to the re- 
habilitation program. Movies are carefully 
selected for their inspirational, educational, 
social orientation and entertainment value. 
Men having particular hobbies, such as any 
form of handicrafts, are encouraged to con- 
tinue these activities during the time allowed 
for recreation. An open air amphitheater built 
by the rehabilitees is used when the weather 
permits in presenting shows. Recently a 
small, mimeographed weekly newspaper, en- 
tirely written by the rehabilitees has been 
started under the sponsorship of the depart- 
ment of group psychotherapy. 

The value of group psychotherapy was 


recognized early and a fully developed pro- 
gram has been in effect for a considerable 
time. A paper on the subject is to be pub- 
lished. This program, briefly, consists of 
daily hourly sessions, in large or small 
groups, for 5 days a week. Visual aids to 
introduce the group sessions are of value in 
arousing interest and graphically presenting 
the problems to be discussed. The active 
participation of each rehabilitee in the dis- 
cussion is fostered and special individual 
attention is given each man. When indi- 
cated, rehabilitees are referred to the depart- 
ment of psychiatry and sociology for further 
intensive individual psychotherapy or very 
small group therapy sessions. In conjunction 
with the group therapy program, the one hour 
on the sixth day is devoted to orientation. The 
importance of this is to foster a better under- 
standing of current events; the purposes 
and aims of our country in the war effort 
and the peace. Interest in these subjects is 
kept at a high level by the maintenance of 
orientation bulletin boards in each barracks 
by the rehabilitees and a weekly prize is 
offered to the best barracks. 

In approximately 24 months each re- 
habilitee is brought before a board of officers. 
They review his progress by evaluating the 
reports submitted from the various depart- 
ments. These include a complete sociological 
history and psychiatric examination with 
recommendations by the neuro-psychiatrist, 
who heads the department of psychiatry and 
sociology, with tentative diagnosis and prog- 
nosis in terms of his ability to adjust as a 
satisfactory soldier. It is at this point that one 
of three recommendations is made. Men who 
have adjusted satisfactorily here and have 
shown adequate change in their attitudes and 
mental reactions are recommended for trans- 
fer to the honor company. Where some im- 
provement has been shown but it is still 
insufficient to indicate adequate adjustment, 
the rehabilitee’s deficiencies are discussed 
with him, encouragement is given and he is 
returned for further training, treatment and 
future consideration. Men who have not ad- 
justed here or who have shown no changes 
in their basic personality defects and appear 
unamenable to treatment are recommended 


es Abrahams and McCorkle. Group Psychotherapy 
in a Rehabilitation Center. 
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for transfer to a disciplinary barracks for 
further confinement and possible future con- 
sideration there. 

The following table shows the average 
distribution by percentage of the various 
general types of cases received at the center 
during one month. 


PsYCHIATRIC DIAGNOSIS OF REHABILITEES 


Per cent 

Psychopathic personality ............ 43 
5 
Borderline mental defective.......... 2 
Mild to moderate psychopathic traits.. 10 
2 


Recently a merit system has been insti- 
tuted in order to offer material rewards for 
good conduct and is of psychotherapeutic 
value. Each man upon arriving at the center 
is given an initial number of points which, 
if he retains them, give him extra privileges 
not normally accorded. Deductions of a 
variable number of points are made for in- 
fractions of the rules and regulations which 
may only be regained by outstandingly good 
conduct. This is a somewhat juvenile ap- 
proach from a psychotherapeutic standpoint 
but it has worked successfully in many 
civilian penal institutions, and at the center 
the response from the rehabilitees has been 
exceptionally favorable, to the point of 
enthusiasm. 

The honor company consists of men who 
have successfully demonstrated the required 
changes of attitudes and behavior patterns 
in their initial 3 months at the center. This 
status can be compared to institutional 
parole. These men are required to complete 
a basic infantry training program and in 
addition continue to receive group and in- 
dividual psychotherapy. Honor company 
men are in a separate area of the center and 
all activities are carried on without guards. 
They are given practically all the privileges 
allowed the regular duty soldier, with the 
exception that they are not permitted to 
leave the area of the center without special 


permission. However, special permission 1s 
given on Sunday afternoons and evenings 
for taking part in any activities on the post. 
This permits them to associate on an equal 
basis with other soldiers on a duty status. 
Psychotherapeutically this provides an op- 
portunity to gradually resocialize and to 
further remove any remaining stigma at- 
tached to being a general prisoner. In the 
event of any minor maladjustments, these 
can be corrected while still at the center, 
and in addition the special privileges provide 
a more practical and satisfactory criterion 
as to their ability to adjust when restored to 
duty. 

At the completion of his training program, 
the rehabilitee is again brought before a 
board of officers for final review and recom- 
mendation. The neuro-psychiatrist’s report 
of the man’s progress in developing insight 
into his difficulties and forming more accept- 
able patterns of behavior, to both normal 
and adverse conditions, plays an important 
part in the final evaluation by the board. The 
board takes this opportunity of commending 
the man for his success and expressing their 
confidence in his ability to become a good 
soldier; they assure him that he will be 
recommended for restoration. The effect on 
his morale is further augmented by a final 
personal contact with the Commandant. 


SUMMARY 


This article attempts to show an adapta- 
tion with modifications, of a total psycho- 
therapeutic push method, as used in a re- 
habilitation center. The complete value of 
this method cannot be accurately measured. 
The results obtained, in terms of successful 
restorations are encouraging. They are based . 
on three follow-up reports of men restored 
to duty, covering a nine months period, 
providing they are on duty in the United 
States. Regulations prohibit obtaining fol- 
low-up reports on men restored to duty after 
they are sent overseas. It is fully realized 
that no control group has been studied. These 
successful restorations do not show the total 
value of the program, inasmuch as it is the 
belief of the writers that many men, not 
restored to duty, have improved to the 
extent of becoming more tractable as cus- 
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todial subjects. It is the opinion of the 
writers that this method of treating military 
offenders warrants further investigation and 
possible wider adoption by civilian correc- 
tional institutions, particularly by reforma- 
tories and industrial schools. The entire 
program, as outlined in this article, is an 
attempt to treat military delinquents with 
psychotherapy in a more intensified manner 
than is generally done. The over-all man- 
agement and treatment of delinquents is 


still a debatable question. However, if psy- 
chotherapy is to be of any benefit, it is the 
writers’ opinion that every available type of 
accepted treatment should be utilized, rather 
than specializing in any particular type or 
types of psychotherapy. 


BIBLIOGRAPHY 
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Neuropsychiatry. 
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EMOTIONAL ADJUSTMENT OF NEWLY BLINDED SOLDIERS 
BERNARD L. DIAMOND, Major, Mepicat Corps? 


AND 


ALICE ROSS, Tecunician FourtH Grape, WAC 
Army of the United States 


Much has been written concerning the 
psychological adjustments enforced upon 
individuals who become blind, particularly 
from the standpoint of re-orientation and 
adaptation of sensory functions(1). Very 
few clinical reports have dealt with the more 
immediate emotional adjustment problems 
of blindness. Moreover, there has been little 
or no evaluation of blindness as a specific 
individual mental stress that must be met 
either by a constructive, emotionally stable 
attitude or by a maladjusted, neurotic at- 
titude. This paper proposes to describe both 
the “normal” and the pathological emotional 
reactions towards blindness, based upon ob- 
servations derived from the neuropsychiatric 
examination of 150 blinded soldiers. The 
psychological factors which determine the 
mode of response of the blinded person are 
also discussed. 

As a matter of policy, all blinded soldiers 
are first sent to one of two general hospitals, 
designated as specialty centers for such cases. 
Following the completion of the required 
medical, surgical and prosthetic treatments, 
the soldier is sent to a convalescent hospital, 
and there given specialized training and vo- 
cational rehabilitation for the blind. It is 
only after the completion of these two phases 
of the army program, embracing all neces- 
sary medical and rehabilitation services, that 
the soldier is considered for discharge. As 
soon as the soldier arrives at the general 
hospital, a program of orientation, education 
and vocational training is begun and con- 
tinued concurrently with his surgical treat- 
ment. By the time the soldier is transferred 
to the convalescent center, he is well ad- 
vanced in his rehabilitation progress. 

As part of the program at Dibble General 


Hospital, each blinded soldier is given a 


1Instructor in Psychiatry (on military leave), 
University of Michigan Medical School and Neuro- 
psychiatric Institute, Ann Arbor. 


thorough psychiatric examination shortly 
after admission and again prior to his trans- 
fer to the convalescent facility. In addition, 
a detailed psychiatric study is made both of 
his civilian and military adjustment. These 
examinations are performed routinely, with- 
out regard to the presence or absence of 
indications for psychiatric investigation. 

Of the 150 soldiers studied, 134 had been 
blinded in combat, and 16 were blinded as 
the result of disease or non-combat injury. 
One to 3 months had elapsed between the 
onset of the blindness and the inauguration 
of psychiatric investigation. Of the 150 
soldiers observed, 81 had no vision in either 
eye; 43 had light or movement perception 
in one or both eyes; and 26 had vision 
varying from 20/1000 to 20/200 in their 
best eye. 

Nearly all combat cases had associated 
facial or other injuries in addition to their 
blindness. These associated wounds ranged 
from varying degrees of destruction of the 
face and jaws; or amputations of one or 
more extremities; or multiple fractures; to 
those of a lesser degree, involving minor 
head and facial lacerations. Practically all 
had fractures of the facial bones in the ocular 
region with the possibility of hidden brain 
trauma. There was evidence of fairly severe 
brain damage in 11 cases. With the excep- 
tion of a few amputations and orthopedic 
disabilities, the majority had blindness as 
their dominant problem. 


Tue “NorMAL” EMoTIONAL REACTION 
To BLINDNESS 


It has long been an accepted observation 
that blindness is, to all persons, one of the 
most feared disabilities. The sudden loss 
of vision in a young adult requires the most 
profound psychological and emotional re- 
orientation towards every aspect of life. It 
might be anticipated therefore, that severe 
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emotional disturbances would arise in prac- 
tically every blinded soldier. Actually, our 
clinical experience indicates that this does 
not always or necessarily occur. 

The soldier of sound personality struc- 
ture, free from pre-existing neurotic or psy- 
chopathic traits, who is blinded by injuries 
received in combat, is fully capable of mak- 
ing an adequate emotional adjustment to 
his disability, provided adequate orientation 
and rehabilitation facilities are available. 
Such soldiers, on learning their eyesight has 
been permanently destroyed, react in a cou- 
rageous and constructive manner. They ac- 
cept their disability with fortitude and with 
the philosophical attitude of “Well, it’s hap- 
pened, one has to make the best of it and 
go on in life from here.” They are not. de- 
pressed, and the insecurity that might arise 
out of such an overwhelming handicap is 
well controlled and constructively directed 
towards the maintenance of a social useful- 
ness and psychological independence. 

This excellent attitude arises very early 
after the injury is incurred and few problems 
arise in the rehabilitation of this group. 
Well-adjusted blind soldiers have expressed 
their attitude towards their disability in strik- 
ingly similar fashion. The following are 
direct quotations of their comments: 


Well, I think it is better to be this way than 
the way some fellows are. Even though everything 
is strange and it is hard to get used to this kind 
of life, I'd rather be like this than to be over in 
France buried. You know I really don’t need to 
see to imagine what everything is like. 

Something that has happened and I can make 
the best of it. When you go into combat you 
expect something to happen. 

Just taking it as something that can’t be helped 
I don’t figure I got it bad at all. There are other 
guys in terrible condition over there. I haven't 
lost much. 

It makes you think a little, but I figure I’m 
lucky to be alive. They wiped out the rest of 
the men, a few got away. I was just one of the 
lucky ones. I’ve got to do my best now. 

I don’t know, it’s hard to say. I hate it, but 
what can I do. I just have to take it. 

Well, being blind is just like being in the in- 
fantry, there’s nothing you can do about it, it just 
happened. I think I will get along. 

I don’t feel so badly about it. I think I’m pretty 
lucky to have what I have. I know lots of fellows 
who didn’t get by nearly as good as I did. (Bi- 
lateral amputation of hands; vision: O. D. 20/200, 
O. S. nil.) 


Many more illustrations could be cited. 
They are all similar in expressing a definite 
acceptance of their blindness as something 
that has happened, that is final and irrevoca- 
ble, and that “‘you have to take it and go 
on in life.” It is these features that charac- 
terize the “normal” emotional response to 
blindness : a definite acceptance of the visual 
disability on a realistic level, without attempt 
to deny, to hide or to take refuge in fantasy 
directed towards miraculous cures. With all 
this there is a desire to reconstruct one’s life 
on a socially useful foundation, and the re- 
establishment of one’s socio-economic inde- 
pendence as a productive individual. 

Blinded soldiers who achieve this type of 
adjustment, and they include the large ma- 
jority, are entirely free from any evidence 
of emotional depression, anxiety, fear, func- 
tional symptoms or asocial behavior. Of the 
150 blind observed, 89, or approximately 6 
in every I0, were considered well adjusted. 


Matapjyustep BLIND SOLDIER 


There are however, some soldiers who do 
not make an adequate emotional adjustment 
to their blindness. Their failure is strongly 
high-lighted by their expressed attitudes. 
The following quotations illustrate their 
attitude: 


I would just as soon be dead as going around 
blind. 

I'd be better off dead. I’d rather be killed. 

I feel like I’d like to die right now. I have 
prayed that I’d die, but I don’t believe there is a 
God in heaven. I felt quite a few times that I 
would take my own life. 

If I had known that I was going to lose my 
sight they would never have gotten me off that 
tank. I would have smashed it. 

I feel pretty bitter, I can’t see where my blind- 
ness has done anybody any good. 

Oh, I don’t know. I won't stay blind. 

There’s no point in living anymore. Now we 
are all heroes. When the war is over they will 
spit in our faces for being blind. 


Of the 150 blinded soldiers studied, 27, 
or less than 2 in every 10, showed evidence 
of considerable maladjustment, while 34, or 
slightly more than 2 in every 10, showed 
slight or borderline evidence of emotional 
disturbance. 

In differentiating these last two groups, 
their psychiatric symptoms were evaluated 
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In terms of the usual disposition and re- 
Hassification to limited duty on psychiatric 
prounds alone. The borderline group in- 
Huded only those soldiers whose symptoms 
were sO minimal that they would not have 
en reclassified or otherwise restricted in 
their duties for those symptoms alone. Thus, 
ysychiatric factors seriously interfering with 
hdjustment existed in only about one-fifth 
of the blinded soldiers observed. 

The following groups of symptoms, listed 
in order of frequency, occurred among the 
maladjusted soldiers: anxiety and hysterical 
symptoms, mood disturbances, undesirable 
aggressive behavior and attitudes, excessive 
dependency and apathy, unrealistic attitudes, 
obsessive guilt reactions, and mental con- 
fusion with memory difficulty. 


DETERMINING FACTORS 


In those cases where defective adjustment 
appeared, pre-existing neurotic or psycho- 
pathic traits seemed to be the major deter- 
mining factors. It might be expected that the 
neurotically predisposed individual would 
continue his neurotic behavior after his in- 
jury. Thus many such patients admitted that 
their somatic complaints of nervousness and 
gastrointestinal symptoms were no better or 
no worse since their injury. Moreover, such 
soldiers showed a marked tendency towards 
excessively dependent attitudes and would 
resist efforts to stimulate an interest in their 
rehabilitation. They seemed to lack any sig- 
nificant motivation to help themselves. Some 
were observed who accepted their blindness 
with a smug, self-contented affect usually 
associated with a conversion hysteria, indi- 
cating that their blindness had at last achieved 
what they had always wished for: complete 
passive dependency. 
Individuals with aggressive or other psy- 
chopathic traits in their background, con- 
sistently adopted aggressive, resentful atti- 
tudes towards their blindness. Emotional 
depressions, temper outbursts, alcoholism, 
and similar behavior were common in this 
group. Yet, in general, their aggressions 
were controllable and eventually they seemed 
to adjust better than did the neurotic group. 
The background history of each of the 150 
soldiers was evaluated as to the presence or 
absence of significant asocial or neurotic 
4 


traits. Such traits were present in 32 cases, 
15 of whom developed definite evidence of 
maladjustment to their blindness, 11 devel- 
oped only mild or borderline symptoms, while 
6 achieved an adequate adjustment despite 
their background. The distribution of asocial 
trends in comparison with neurotic trends 
showed no significant differences. 

Blindness resulting from non-combat in- 
jury and disease was frequently associated 
with emotional depression, guilt reactions 
and aggressive behavior. Such a soldier felt 
that his blindness was needless; and that 
it could have been avoided. Bitter hostility 
directed both outwardly and against the self 
was frequent. Remorse and rumination over 
his own responsibility, either real or imagi- 
nary, existed in some cases. 

It must be appreciated that blindness is, 
in all instances, a powerful blow to one’s 
ego. In the combat-incurred cases, support 
to the deflated ego was gained by the realiza- 
tion that they had “done their part” for a 
worthy cause. The soldier blinded by disease 
or non-combat injury had no such ego sup- 
port. Of the 16 cases of blindness due to 
disease or non-combat injury, 10 demon- 
strated mental symptoms; 6 being definitely 
maladjusted and 4 comprised a borderline 
group. 

It appeared consistently true that more 
difficulties arise in adjusting to slight partial 
blindness than to complete blindness. In 
the case of total blindness, the disability had 
a reality and finality that could not be ques- 
tioned by the patient. No retreat into unreal- 
istic attitudes was possible. On the other 
hand, soldiers who preserved light percep- 
tion or slight vision in one eye, tended to 
fail in realistically accepting their blindness. 
Such patients would express false and futile 
hopes of recovery of their sight, with con- 
siderable fear and anxiety over the possible 
future loss of their remaining vision. Such 
false hopes and anxieties often interfered 
with their rehabilitation program and gave 
rise to depression, aggressive behavior or 
frank neurotic symptomatology. It was ob- 
served that the totally blinded soldier would 
achieve an adequate emotional adjustment 
more quickly than the partially blinded, 
despite a neurotic or psychopathic back- 
ground. The partially blinded soldier with 
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such a history much less frequently accepted 
his disability in a constructive manner. 

For example, approximately 15° of the 
totally blinded soldiers were definitely mal- 
adjusted mentally, but 26% of those soldiers 
who had light or movement perception, were 
maladjusted. This did not hold true how 
ever, for those cases where the vision in one 
or both eyes was 20/1000 or better, for only 
11% of this group showed definite mal- 
adjustment, whereas another 11% had bor- 
derline symptoms. The differences here were 
apparently due to the fact that an individual 
with 20/1000 or better vision can utilize this 
to good advantage for taking care of him- 
self, whereas the person with only light or 
movement perception obtains very little ac- 
tual benefit or use from his eyesight. What 
little visual function remains serves only as 
a confusing sensory handicap. 

In all too many instances, soldiers blinded 
beyond all hope of recovery had been told 
by doctors and nurses and other medical 
personnel during their initial hospitalization 
overseas or during their evacuation to the 
United States, that there was a possibility 
of their eyesight being at least partially re 
stored. Upon being informed subsequently 
that the prognosis was hopeless, they con- 
sistently responded by becoming bitter, re- 
sentful and depressed. Evidently the purpose 
in so misinforming these soldiers was to 
maintain their spirits and morale until they 
got home. It cannot be over-emphasized that 
giving such false hope and casual reassurance 
is crassly foolish and cruel. 

Without exception, all patients who had 
been so reassufed, gave witness that such 
false information made everything infinitely 
harder for them, and only succeeded in 
dragging out and perpetuating their original 
psychic trauma. This can be avoided and 
minimized by informing the blind soldier 
in an unequivocal manner and at the earli- 
est possible time of the hopelessness for the 
return of vision. There should be no false- 
hoods or statements such as “one chance in 
a million,” “perhaps a miracle,” and so forth. 
The blinded soldier will grasp pitifully at 
such statements and by refusing to accept 
his blindness will fail to make the first and 
most essential step towards his social re- 
habilitation. Such equivocations are apt to 
reflect the doctor’s attitude and his inability 
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to “take it’? rather than the blinded soldier's 
lack of fortitude. Experiences 
with all types of war casualties have demon. 
strated over and over again that there js 
no place for misplaced sentimentalities of 
this character. 

Lack of accurate information about his 
eyesight and the possibilities for his future 
serves as a definite element in provoking 
anxiety reactions among blinded persons, 


courage or 


In repeated instances of incapacitating anx- 
iety symptoms, it has been observed that 
they could be alleviated by a frank discussion 
of the disability with the patient ; by describ- 
ing in detail just what happened to him; 
why he is blind; and by informing him as 
to his future prospects. 

The soldier wants the truth and he wants 
it immediately. A postponement of the ex- 
planation of his disability and its outcome 
until he “feels better’ only perpetuates his 
doubt, his insecurity, and his anxiety, and 
may crystallize his thoughts, feelings and 
action in such a way as to interfere with his 
social and economic rehabilitation. 

Organic brain pathology did not seem to 
be a very important factor in the adjustment 
of the ordinary blind casualty coming under 
observation. Only 11 patients showed def- 
nite and clear cut evidence of brain damage, 
In 2 of these the brain damage did not seem 
to interfere in any way with their adjustment 
to the visual disability. Four showed mild 
symptoms, including headaches and memory 
difficulty, while 5 showed more marked dis- 
turbances. 

A small number of patients developed anx- 
iety symptoms and occasionally depressive 
reactions in response to poor attitudes by 
wives or other relatives. Some patients ex- 
pressed considerable concern over what the 
relatives’ attitude would be when they learned 
of the soldier’s disability. Ordinarily, these 
problems were easily adjusted and no sett 
ous consequences resulted. Occasionally, a 
wife of a patient would be very over-protec- 
tive in her attitude, insisting on guiding the 
patient about, looking after him, and in sim 
lar ways preventing him from learning the 
basic needs of self-orientation. 


THERAPEUTIC CONSIDERATIONS 
The psychiatric therapy of disability cases 
is intimately bound up with the whole prob- 
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lem of rehabilitation. It is not the purpose 
of this paper to discuss the latter. Adequate 
reports of rehabilitation principles in army 


installations are contained in the litera- 
ture(2). At this general hospital, the oph- 


thalmologic and psychiatric sections have 
consistently worked in close cooperation to 
achieve the maximum adjustment of the 
blinded casualty. The greater number of 
the maladjusted casualties were treated 
through readjustments of the rehabilitation 
program to fit their particular needs. A 
passive, too dependent individual would get 
special encouragement. The aggressive pa- 
tient would often require some let-up in 
the program, with opportunities to vent his 
hostility in the safe confines of the psy- 
chiatrist’s office. Direct psychotherapy was 
given to a number of the depressed and 
anxious patients with good results. Un- 
realistic attitudes were corrected, and it 
often fell to the judgment of the psychia- 
trist as to how and when a patient was in- 
formed concerning his disability. 

In general, therapeutic results were de- 
termined by the amount of predisposition. 
In some instances of very poor backgrounds 
a satisfactory compromise adjustment was 
possible. 


SUMMARY AND CONCLUSIONS 


One hundred and fifty newly blinded sol- 
diers were given a thorough psychiatric 
evaluation of their previous civilian and 
military background and their emotional re- 
sponse to their disability. Of this number, 
59% were found to be well adjusted to 
their blindness; 18% were definitely mal- 
adjusted ; and 23% showed mild or border- 
line symptoms. The criteria for an adequate 
adjustment in the newly blinded soldier 
were a complete freedom from anxiety, de- 
pression, or undesirable aggressive behavior, 
or other psychiatric symptoms; a realistic 
acceptance of their disability; an apprecia- 


tion of the need to undergo orientation and 
rehabilitation procedures ; and a definite mo- 
tivation towards the reestablishment of them- 
selves as useful and productive citizens. 

Maladjustment appeared in the form of 
anxiety symptoms, mood disturbances, ag- 
gressive behavior, excessive dependency and 
apathy, unrealistic attitudes, guilt reactions, 
and mental confusion with memory difficulty. 
These abnormal responses were determined 
by preexisting neurotic and psychopathic 
traits; by blindness occurring as the result 
of non-combat injury and disease; by par- 
tial blindness of a degree too slight to be 
useful; by false prognoses and incomplete 
understanding by the patient of his disa- 
bility ; by brain trauma; and in a few cases, 
by attitudes of relatives. 

Blindness, as a mental stress does not 
appear, of itself alone, to be capable of pro- 
ducing abnormal mental or emotional reac- 
tions. If additional factors, such as those 
mentioned, be present, then pathological 
mental and emotional behavior will result 
in most cases. 

Psychotherapy of the maladjusted blind 
soldier, through suitable orientation and re- 
habilitation program, coupled with individual 
interviews, is feasible and contributes in posi- 
tive fashion to his rehabilitation prospects. 

The greater number of newly combat- 
blinded soldiers are fully capable and de- 
sirous of re-establishing their psychological 
and socio-economic independence. It is a 
duty of society to make possible the fulfill- 
ment of these desires and the exercise of 
their capabilities. 
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The impact of 16,000 city-bred evacuees 
on the 60,000 inhabitants of a rural area 
of Eastern England during World War II 
was inevitably productive of considerable 
disturbance. It proved a fruitful field for 
the observance and clinical treatment of men- 
tal and emotional tension, arising out of 
war conditions, in children. 

In this area child guidance had been 
almost unheard of before the war and its 
advent was greeted with suspicion and even 
hostility. At first children were referred 
to the clinic for observation and treatment 
only for enuresis or delinquency, but as 
goodwill and understanding of child wel- 
fare on the part of the local authorities 
increased, more use was made of the clinic 
for cases of nervous disorder. 

The clinic team at its maximum con- 
sisted of a visiting psychiatrist, with a full- 
time clinical psychologist and psychiatric 
social worker. Regular clinical 
were held in four small towns, but most 
of the children had to be visited in their 
foster-homes or schools. 

Of the total 1,006 children observed 92 
were local, the rest having been evacuated 
from built-up areas between the outbreak 
of war and 1942, thus covering the early 


sessions 


mass evacuations and the London blitz 
period. 
Usually, for each child, three adults 


had to be interviewed—the foster-mother, 
teacher and billeting officer. There was no 
formality about such talks, which often 
took place in muddy farmyards or back- 
kitchens without interruption of work there. 
Contact with the parents at home was also 
made as far as possible, and special hostels 
were set up for children for whom the 
strain of fitting in to an ordinary foster- 
home was intolerable. 

Much of the ordinary clinic routine had 
to be abandoned, but emphasis was always 
laid on direct treatment of the child with 
full knowledge of his problems. 
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Treatment was adapted to the age of 
each child and the nature of the case. Vari- 
ous forms of play-therapy, from observa. 
ational to intensive and interpretative, were 
used, especially with the younger children 
while for older boys and girls the approach 
approximated rather to methods of adult 
psychotherapy. In all groups, where the 
was a naturally healthy one 
with maladjustment due only to stress of 


personality 


recent circumstances, a form of psychiatric 
‘first-aid,’ involving deep interpretation re 
lated to the focus of anxiety, proved very 
successful in obtaining lasting relief. Gener- 
ally, the results in these war-time cases as 
compared with pre-war child guidance re. 
ports appeared very satisfactory, although 
it is still too early to assess the final out- 
come, and it was sometimes impossible to 
follow-up children who had returned to 
London and been re-evacuated elsewhere, 
or those whose original records were de 
stroyed by bombing. 

Intelligence tests were given to only 
about 40 percent—the revised Stanford- 
Binet in most cases, with the Collins-Drever 
performance tests, progressive matrices, 
etc. The Rorschach personality test was 
also employed in a number of cases. 


Case classification was as follows: 


Habit disorders, including enuresis, encopresis, 

Nervous disorders, including depression, anx- 
iety, fears and night-terrors............. 222 

Disorders of behavior, such as pilfering, tem- 
pers, and rebelliousmess. 244 


Educational difficulties, retardation and special 


153 
71 
1,006 


Clearly, not all these cases can be at- 
tributed to war-strain, but this condition 
was observed in 80 percent of evacuees, 
contrasting with less than 5 percent in local 
children. 
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The three main factors in producing 
pathological strain were: 


1. Separation Anxiety—Children are unconsci- 
ous artists in camouflaging their deeper feelings, 
and it was necessary to see below the surface to 
realize the acute anxiety which many evacuees 
suffered with regard to their own situation and 
about their families in the danger areas. This 
anxiety was often apparent in physical symptoms 
such as enuresis, or in such disorders of behavior 
as pilfering and truanting. A secondary school 
girl of 13, for example, had relapses of enuresis 
which were unaccountable until it was realized that 
these corresponded with periods when her mother 
in London failed to write to her. When the mother 
was induced to write regularly the wetting ceased, 
only to be renewed when another long period of 
neglect occurred. Many children expressed, usually 
in phantasy, haunting fears that they had been 
sent away because they were unloved or as a 
punishment. 

2. Loss of Security —Not only had the evacuated 
child lost the familiar security of his home, but, 
as he quickly realized, his tenure of the new 
environment was precarious. A child’s own mother, 
even if unwise or neglectful, will commonly defend 
him against outsiders, and will not, except in rare 
instances, or under the stress of war, give up her 
possession of him. At home he may be disobedient, 
bad-tempered or destructive, or may wet his bed; 
for all these things he may be punished—but he will 
not be cast out. In a foster-home, on the contrary, 
he might be ejected for any of these reasons, or 
for many others. Often children were bewildered 
by the difference in standards in their own homes 
and in the new ones: actions considered as right 
by their parents were condemned by foster-parents 
and vice-versa. Divided loyalties also added to 
the conflicts of these evacuees, for if they accepted 
whole-heartedly the new order of things they were 
implicitly rejecting those whom they loved. Con- 
sequently, there was a tendency to abandon 
all loyalties, with resultant rebelliousness and 
delinquency. 

3. Direct Enemy Action.—It was at first thought 
that bombing had little mentally adverse effect 
upon children, but later this opinion was found 
to be over-optimistic. The first symptoms observed 
by the writer were facial tics, which ceased spon- 
taneously after a short period in a safe area: 
most lasting disorders included enuresis, encopresis, 
night-terrors, anxiety states, and depression. The 
last condition commonly involved a general lower- 
ing of reactivity with difficulty in concentration, 
often leading to educational failure. The patient 
seldom consciously connected this depression with 
being bombed, though his history showed the onset 
to follow this experience. In many cases there 
was unconscious repression of memories relating 
to the more terrifying incidents. 


Disorders of habit formed a third of the 
total number of evacuee cases. Enuresis, 
usually accompanied by emotional disturb- 


ance, represented 60 percent of these dis- 
orders, which included also disturbances of 
sleep, tics and habit spasms, encopresis and 
stammering. 

Many of the enuretics had wetted previ- 
ous to heaving their homes, but the continu- 
ance or exacerbation of the symptom was 
in marked contrast to the experience of pre- 
war days, when it was commonly noted that 
enuretic children ceased to wet when sent 
for holidays or convalescence without their 
parents. Such a remission was very rare 
among evacuated children, although many 
of the cases cleared up quickly if prompt 
psychological treatment was available and 
if the environment could be eased. 

The need for ‘mothering’ was especially 
marked among enuretics. Encopresis, on 
the other hand, seemed to increase in direct 
ratio to fear of bombing, and the phantasies 
of the children with this complaint were as- 
sociated with regression to the massive re- 
sponse stage of early infancy. 

Nervous disorders consisted chiefly of 
anxiety and depression. Some of the latter 
cases were extraordinarily severe, a boy of 
thirteen refusing food for three days and 
drink for 48 hours. An intelligent little girl 
of five, said to have been particularly happy 
and active at home, presented in miniature 
the classic picture of an adult depressive. 
Pale and impassive, with shoulders bowed, 
she remained wherever she was placed. She 
would not feed herself, nor make any spon- 
taneous movement except to tap her lip 
until it was raw: at a loud noise close at 
hand she would sometimes move her eyes, 
but not her head. She had remained in this 
state for three weeks before her case was 
reported, and as later she slowly responded 
to treatment she showed herself as one of 
those who felt rejected as a punishment for 
hostile wishes against beloved parents. 

Such severe cases were, happily, rare, 
but there was a high incidence of milder 
types of depression, many of which accounted 
for educational difficulties and which are 
here classified under that heading. 

The number of behavior disorders is mis- 
leading, since many of these were due to the 
fact that foster-parents were inclined to make 
complaints of small misdemeanors which they 
would have taken lightly in their own chil- 
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dren. As has been noted, however, there was 
a tendency for evacuees to show real dis- 
orders of behavior due to lack of environ- 
mental stability and to divided loyalties. 

Practically all cases referred to the clinic 
involved a social problem. A basic difficulty 
lay in the unconscious conflicts aroused in 
a foster-mother by the intrusion of strange 
children into her home. Phrases used often 
showed the presence of such conflicts, to 
resolve which the tendency was to reject the 
children or to possess them wholly, the lat- 
ter alternative leading to quarrels with the 
real parents and to intolerable emotional 
demands upon the children. 


STRAIN IN CHILDREN 


| Nov. 


War conditions, especially the disruption 
of family life and experience of enemy action, 
have caused an increase of psychogenic dis- 
orders among British children. These notes 
deal only with children, mostly evacuees, in 
a country area, but child guidance reports 
from London and other cities show a similar 
increase. There is thus a problem for the 
present and the future, since upon the gen- 
eration of these war-time children will fall 
a heavy share in building up the post-war 
world and maintaining it in sanity and peace. 
It is a problem recognized by health and edu- 
cation authorities, who are making careful 
plans for its solution. 
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THE AUTOBIOGRAPHICAL STUDY AS AN AID TO PSYCHOTHERAPY 


MAJOR DOUGLAS McG. 


The autobiography has long been used in 
psychiatry and several articles have appeared 
in the literature discussing its values. It has 
been found to be a useful method of secur- 
ing a certain amount of information about 
a patient, at the same time permitting ven- 
tilation of some of the patient’s problems. 
It is obviously not a technique which will 
ordinarily produce a cure but, if properly 
used, can be of extreme assistance, particu- 
larly in military psychiatry. 

The major problem of the army psychia- 
trist is how to adequately treat a tremendous 
number of patients with a minimum of time. 
The autobiography does not substitute for 
either an adequate history or individual in- 
terview, but acts as a supplement to both. 
Our procedure has been to utilize it in con- 
junction with group psychotherapeutic dis- 
cussions. It can, however, be employed with 
equal value in individual case studies. 

The patient must first of all be given an 
explanation, either individually or in the 
group, as to why the autobiography is de- 
sired. It must be pointed out that in order 
to better estimate his capacities and under- 
stand his problems, information about his 
entire past life is essential. 

It must be strongly emphasized to the 
patient that these biographies are confiden- 
tial, and the patient should be offered the 
choice of personally handing it to the thera- 
pist and burning it when finished. In the 
army there is very little privacy as far as 
the present life situation goes. For this 
reason a large number of patients cling 
tenaciously to the desire for the privacy of 
their pre-army existence. This resistance 
can be overcome by giving the patient com- 
plete understanding as to the need for the 
biography and reassurance as to its secrecy. 

The patient should be given a general Mut- 
line, preferably in writing, to follow in com- 
prising his autobiography. We have used 
with considerable success, the following out- 
line in group sessions: 


KELLEY, M.C., A.U.S. 


AUTOBIOGRAPHY 
I. Famity History. 


Here you must write about your father, your 
mother, brothers, sisters, or any other individual 
concerned in your care and development. Discuss 
each individual separately, giving a short physical 
description but emphasizing primarily their per- 
sonalities. Indicate how you would improve them 
if you could. Give examples of your family life 
that were unpleasant and examples that were pleas- 
ant. Discuss particularly their treatment and re- 
actions toward yourself. 


II. DEVELOPMENT. 


a. School: Discuss briefly your educational 
background, why you stopped going to school, 
what subjects you liked and what subjects 
you disliked. 

b. Jobs: List the different jobs you held and the 
type of employment in each. Tell why you 
left each job and the sort of things you like 
to do best. 

c. Social: Discuss your ideas on dances, parties, 
sports and hobbies. Do you prefer mixed 
parties or do you like to go with individuals 
of one sex? Are you a good mixer or do you 
prefer to stay by yourself? 

d. Marriage: If you are married, discuss your 
wife as you did your family. 


III. 


This is the place to discuss any problem you may 
have or anything which bothers you. 


a. Present Illness: Detail the development of 
your illness and give your idea of what you 
think causes it. Discuss your symptoms, how 
they first started, when you first noticed them 
and describe any type of treatments you may 
have had. Make this discussion as detailed 
and as complete as possible. 

b. Sex: Almost all members of the armed forces 
overseas at one time or other develop some 
question or problem concerning sex. These are 
normal reactions. In order to understand you 
better it is important to know your sexual 
development from your earliest activities to 
the present. Give a frank discussion of your 
sexual development, masturbation, sexual re- 
lations and so forth. 

c. Religion: At times religious beliefs are found 
to play an important part of a patient’s 
make-up. Discuss your religious ideas and 
any problems you may have in this field. 
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AS AN AID TO PSYCHOTHERAPY 


| Nov. 


IV. Army LIFE. 


Discuss frankly your ideas of the army. Why 
you entered, what you expected, and what you actu- 
ally found. Tell how you would improve the army, 
how you would change the army if you could. 
Describe anything in the army which irritates or 
discourages you. Discuss your feelings toward your 
superiors, those of equal rank and those in lower 
ratings. How do you get along in the army? 

This outline should be read to the patient 
and various brief explanatory amplifications 
offered. The need for detail should con- 
stantly be emphasized and the value of the 
autobiography in the total psychiatric assess- 
ment should be explained. The patient need 
not be told of the fundamental use of the 
study and in most cases it will suffice to 
simply point out that it helps the therapist 
to understand the patient better from an 
emotional point of view and also acts as 
a sort of instrument for better vocational 
placement. 

The patient will require several hours to 
prepare an adequate biography but it will 
be time well spent. The autobiography has 
a number of important values which are 
seldom considered. Obviously it is a source 
of information. It can be quickly read and 
important sections noted for further indi- 
vidual or group discussion. 

Secondly, it is of diagnostic value in that 
the writing, the detail, the phraseology and 
even the length aid in understanding the 
patient. The actual weight of the manu- 
script will frequently indicate much concern- 
ing the patient’s behavior. Scanty biogra- 
phies point to either inadequate intellectual 
faculties or to a lack of interest or desire on 
the part of the patient to cooperate. Such 
patients will need further stimulation and 
should receive additional help. Lengthy, de- 
tailed biographies are produced either by 
individuals who have a closer desire to help 
themselves or by patients with obsessive- 
compulsive or paranoid trends. 

The biography also acts to point to pa- 
tients who require additional psychotherapy 
or prolonged individual discussions. This 
feature is of great value in group psycho- 
therapy for individual discussions are ordi- 
narily minimal. These needs are indicated 
in several ways. The patient may ‘actually 
write under one of the headings that he has 


specific problems of a given nature which 
he would like to discuss. Again, he may 
flatly refuse to write a given section of the 
autobiography, stating that he will not put 
it down on paper. In either case there is a 
considerable time saving factor for the thera- 
pist. The problem has been spot-lighted; 
the original resistance to discussions have 
already been overcome and the therapist and 
patient can directly attack the problem con- 
cerned without preliminary time consum- 
ing conversation. 

The actual material in the biography, 
which frequently would require a number of 
interviews to collect, often points to deeper 
problems which require further individual 
elucidation. From the patient’s point of view, 
I would agree fully with Blair! that, “the 
frankness with which the majority were 
written surprised me.” The patients all feel 
considerable relief in putting their problems 
down on paper. This is particularly true 
in army life where the soldier seldom has a 
chance to freely express his innermost feel- 
ings. Also, many patients feel easier in writ- 
ing things they hesitate to divulge orally. 
The autobiography thus permits a certain 
amount of ventilation and catharsis of the 
problems of the patient. 

Then too, when things are put on paper, 
they act to disensitize the patient to their 
importance. In everyday life when some 
problem bothers us, if we sit down and write 
a long letter to a friend, pouring forth our 
troubles, we feel considerably better whether 
we mail the letter or not. If we do not mail 
the letter and re-read it after a day or two, 
in most instances, we find that the problems 
with which we were so concerned, seem less 
important. This is a very useful approach 
and once the patient has poured forth his 
annoyances, his emotional upsets and _ his 
discouragements, he feels better. If his auto- 
biography is then read back to him with ap- 
propriate discussion here and there, it tends 
to minimize these reactions and his problems 
seem much simpler. 

Finally, the autobiography acts therapeu- 
tic@lly to help the patient by crystallizing his 
concepts for him. In order to describe his 

1 Blair, Donald. Group psychotherapy for war 
neuroses. Lancet, Feb. 13, 1943, p. 204-205. 
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complaints, he is forced to clarify his ideas 
and his total pictures of thought are more 
clearly organized. 

In our experience with more than 2000 
patients the autobiography has proved an 
extremely useful tool. It acts as a substi- 
tute for individual interviews, both from 
the point of view of the patient and of the 
therapist. 

It provides not only information and in- 
dications for individual discussions, but acts 
as an outlet for the patient’s emotions and 
presents the opportunity for crystallization 
of his feelings. 

l‘inally, it gives the patient something defi- 
nite to do. He feels that he is contributing to 


his own well-being. He is actively employed 
in doing something which will be of benefit 
in his case. These feelings of self accomplish- 
ment should be emphasized and, if sufficiently 
encouraged many patients will spend hours 
working on their autobiographies. 

In a busy psychiatric service, this alone 
makes the technique of use, for it extends 
the scope of the therapist’s ability. Utilizing 
this technique in combination with group 
therapy, it focuses the attention of the patient 
on his problems, which then become clear in 
the light of the group discussions. We have 
found it a most satisfactory tool; both as a 
diagnostic aid and as an asset to actual 
therapy itself. 


| 

| 
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THE CENTRAL NERVOUS SYSTEM IN MORPHINISM ° 
JEAN M. SWAIN, M.D. 


Within recent years renewed interest has 
been centered on the effects of many of the 
familiar narcotics, and in particular mor- 
phine. Morphine has been one of the most 
frequently used and most relied upon drugs 
available to the physician; yet it is well 
recognized that the site and mode of its 
action, as well as its specific pharmacologic 
characteristics, have not been adequately 
explained. It is generally accepted that mor- 
phine produces an extremely profound effect 
upon the cerebral functions, and it would 
appear that a drug so potent in its capacity 
to alter the physico-chemical mechanisms 
within the nervous tissue must produce more 
than transient disturbances. It is therefore 
surprising that so few clinical residuals have 
been reported in the literature. 

Haymann(1) in 1909 reported a case of 
a polyneuritis associated with psychosis in 
a 31-year-old morphine addict. No similar 
case has appeared in the literature. Kendall 
(2) in 1925 observed a case of acute, non- 
fatal morphine poisoning in which extensor 
toe responses were present. He questioned 
the value of such findings as evidence of a 
pathologic process. Gordon(3) described 
two patients in whom spasticity developed 
shortly after a heavy dose of morphine. One 
of these patients became semi-comatose and 
developed clonic contractions in the upper 
extremities and trismus one half hour after 
taking 14 grains of morphine sulfate. There 
later appeared a spastic paralysis of the 
lower extremities with increased tendon re 
flexes, ankle clonus and positive Babinski 
phenomena. 

An interesting and unusual case was re- 
ported by Anderson(4) in 1848: a young 
. woman was given } grain doses of mor- 
phine sulfate by mouth every two hours as 
a hypnotic. After the third dose she com- 
plained of tingling and prickling sensations 
in the extremities. After the fourth dose she 
developed rigid contractions of the hands 


1 From the Department of Neuropsychiatry, Uni- 
versity of Minnesota. This study was aided by a 
grant from the University of Minnesota Graduate 
School. 
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and feet with the thighs flexed on the ab- 
domen. The muscles of the tongue and glot- 
tis were rigid and she presented a rather 
typical generalized tetany. Recovery took 
place on withdrawal of the drug. Leyser(5) 
described a case of a 38-year-old addict 
who was seen following an attempted suicide 
by morphine overdosage. She was in a 
semi-comatose state and had a 
thick, indistinct speech, nystagmus, intention 


delirious, 


tremor, past-pointing and a tendency to fall 
to one side. The condition cleared up in 
about 6 days. Leyser felt that tremors of 
the tongue and hands, hyperesthesias, neu- 
ralgias, slurred speech and occasionally ataxic 
gait were among the symptoms regularly 
presented by morphine addicts. 

Gordon(6) in 1908 published a compre- 
hensive study emphasizing the mental symp- 
toms observed in morphine poisoning. He 
reported a series of 60 cases of acute pot- 
soning. Typically these patients first dis- 
played a marked agitation with overstimu- 
lation, euphoria and volubility, followed 
by vertigo, somnolence and finally coma. 
Convulsions occurred terminally in the fatal 
cases. In 5, somnolence was absent and the 
agitation persisted with delirium and terri- 
fying visual and auditory hallucinations. 
During convalescence vertigo, mental hebe- 
tude, temporary aphasia or blindness oc- 
curred. Of the 52 cases that survived, 35 
showed mental disturbances, primarily slow- 
ness of thought and difficulty in comprehen- 
sion for weeks following the acute episode. 
His total series also included 70 cases of 
chronic morphinism, of which 8 exhibited 
melancholia with suicidal tendencies and con- 
fusion and 9g resembled a manic-depressive 
type of psychosis. Gordon concluded that 
the psychosis due to morphinism was not 
of any one particular type, but that there 
was an element of confusion present in all 
patients. 

Several investigators have reported stud- 
ies of morphine addict groups using standard 
psychometric evaluation methods. Parting- 
ton(7), employing the Babcock test for the 
measurement of mental deterioration, found 
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that the addicts, both young and old, were 
significantly deficient in the tests of learning 
and motor abilities. Brown, quoted in the 
above report, analyzed the scores made in 
incarcerated drug addicts on subtests of the 
Army Alpha examination and concluded 
that there was a distinct scoring pattern for 
the group—tests of word knowledge and 
previously acquired information were found 
to be at a much higher relative level than 
tests of relationships. Hall(8), using the 
Babcock test, noted a similar characteristic 
pattern indicative of deterioration in addicts, 
and by using control groups was able to 
rule out the factor of malnutrition in in- 
fluencing the results. Finally, Andrews(9) 
has reported changes in the electroencephalo- 
gram pattern during addiction, the signifi- 
cance of which is not certain. 

From the above scattered reports in the 
literature, it would appear that morphine 
can and does produce definite irreversible 
changes within the nervous system. In view 
of the paucity of histopathological studies to 
substantiate such impressions, it would seem 
of value to report in some detail the tissue 
changes within the nervous system in 3 cases 
of morphinism which were sent to our lab- 
oratory for study. The tissues of all cases 
were prepared with the customary special 
stains used to demonstrate changes within 
the cerebral elements. 


CasE STUDIES 


Case 1.—Baby Boy U., a 20-day-old Negro infant 
was transferred from the newborn nursery to the 
contagion ward for the treatment of impetigo. The 
birth history (April 28, 1943) was normal and the 
infant appeared to be in good health otherwise. The 
skin lesions responded satisfactorily to routine 
therapy. On May 10, he had three watery stools 
and an order was written for six minims of cam- 
phorated tincture of opium every 4 hours for three 
doses. Through error, tincture of opium was sub- 
stituted and the infant received two doses, at 6 and 
10 p. m., before the mistake was discovered. When 
an attempt was made to arouse him for an II p. m. 
feeding it was noted that he was slightly cyanotic 
and the respirations were labored and irregular. 
Coramine and artificial respiration brought about a 
fairly prompt response, but 30 minutes later respira- 
tions again became irregular and short clonic con- 
tractions of the extremities were noted over a 
period of 3 or 4 minutes. Coramine and artificial 
respiration were again administered but with 
progressively less response. Complete respiratory 


failure and death ensued at 4.15 a. m. of May 20, 
1943. 

Autopsy.—The gross examination showed marked 
atelectatic changes in the lungs. There were several 
epicardial petechiae. The brain appeared normal on 
gross examination. 

Microscopic Examination—There was extreme 
generalized vascular congestion. Scattered vessels 
showed perivascular bleeding with the red cells 
escaping through the vessel wall to fill the peri- 
vascular spaces and even spreading into the sur- 
rounding tissues. Acute nerve cell changes were 
visible throughout the brain. Many of the cortical 
neurons were markedly swollen and partially or 
completely chromatolytic (Fig. 1). Scattered ele- 
ments had completely lost their staining properties 
and appeared as cell ghosts. The most prominent 
cell changes, however, were observed in the cranial 
nerve nuclei of the medulla, in particular the 
dorsal nucleus of the vagus. Here.most of the 
neurons were ballooned out with a fragmentation 
of the cell processes, resulting in a rounded cell 
outline. The Nissl substance was extremely fine 
or entirely absent, especially in the perinuclear 
areas. Even the nuclei showed early changes and 
stained more faintly than normal. Scattered nerve 
cells throughout the nuclear aggregates in the 
midbrain, pons and medulla showed similar acute 
changes with the isolated involved elements being 
surrounded by apparently intact nerve cells. 

Around many of the distended vessels the myelin 
sheaths also showed very early alterations, sug- 
gesting the initial stages of a perivascular demye- 
linization (Fig. 2). Occasionally, the myelin 
sheaths were definitely swollen but contained intact 
axons. No breakdown in the myelin sheaths nor 
vacuole formation was observed. 

The entire picture was that of a very acute toxic 
process, involving primarily the nerve cells but sug- 
gesting a definite vascular influence. 


Case 2.—J. C. G. was a 30-year-old male who 
was admitted to the hospital complaining of weight 
loss, weakness, insomnia, depression and frontal 
headache. He had been a morphine addict for 4 
months, taking as much as four grains daily sub- 
cutaneously (?) but had been able to obtain only 
two injections of the drug in the 2 weeks preceding 
admission to the hospital. Initial neurological ex- 
amination revealed irregular, slightly dilated pupils 
which reacted sluggishly to light. There were 
nystagmoid movements on lateral and vertical gaze. 
Abdominal reflexes were present; the knee jerks 
were diminished. The Oppenheim sign was positive 
on the left. The patient was discharged after a 
2 week hospital stay, That same day he was found 
in a semi-comatose state. He told an attending 
physician that he had taken twenty grains of mor- 
phine sulfate that day. Death occurred 2 days later, 
from respiratery failure. 

Autopsy—Postmortem examination was essen- 
tially negative except for numerous sub-epicardial 
hemorrhages of 2-3 mm. diameter and a terminal 
bronchopneumonia. 

Microscopic Studies—Unfortunately only a few 
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sections of brain tissue were available for micro- 
scopic study. These few pieces, however, presented 
sufficient material to permit evaluation of the type 
of destructive process resulting from the drug ad- 
diction and the acute poisoning. All sections showed 
a moderate degree of vascular congestion. Many of 
the cells of the basal nuclei were abnormally swollen 
and the cytoplasm appeared vacuolated. The cell 
processes were not discernible in the majority of 
instances. A few of the neurons, irregularly dis- 
tributed, were markedly swollen and disintegrated 
to the extent that normal cell architecture could not 
be made out. Sections through the medulla again 
demonstrated the most severe damage, with the 
cranial nerve nuclei, in particular the dorsal nucleus 
of vagus, showing both acute and chronic nerve cell 
changes. Here the cell outlines could not be dis- 
tinguished in many cases, and the Nissl substance 
had almost completely disappeared within the bal- 
looned-out cell bodies. The nuclei in these cells 
were swollen and eccentric in position. Neighbor- 
ing cells appeared elongated, homogeneously dark 
in color; their nuclei were stained very lightly and 
were difficult to outline accurately. Many of the 
cells in the olive had dropped out completely. The 
myelin sheaths appeared swollen and frayed. There 
were a few areas in which an early perivascular 
distribution of the demyelinating process was seen. 


CasE 3.—A. M., a 29-year-old housewife, was 
brought to the hospital by the police after she had 
been found wandering about the street in an aim- 
less fashion. According to her account, she had 
taken ten to twelve grains of morphine sulfate by 
vein daily over a period of 15 years. She had been 
unable to obtain any morphine in the previous 40 
hours. She complained of muscular cramps and 
vomiting beginning the day prior to, admission. 
Physical examination revealed a fairly well nour- 
ished young woman who was very restless and 
uncooperative. Her pupils were equal and regular 
but did not react to light. There were innumerable 
puncture marks over the veins of the arms with 
many small scars from infected sites of injection. 
The neurological examination was reported as 
negative. The hemoglobin was recorded as 100 
percent, the leukocyte count 15,400 with 78 percent 
polymorphonuclears. The urine showed an occa- 
sional white cell. On the day of admission she was 
started on a regimen of insulin therapy. Vomiting 
continued at frequent intervals, at times projectile 
in character. She was incontinent of urine. On the 
third hospital day, 2 hours after her last insulin 
dosage, the patient lapsed into stupor from which 
she could not be aroused. During the next three- 
hour interval she was given 500 cu. cm. of a 35 
percent glucose mixture through a nasal tube and 
I cu. cm. of adrenalin in divided doses subcu- 
taneously. She became progressively more coma- 
tose, Cheyne-Stokes respirations with cyanotic tinge 
of the skin appeared and her pulse rose rapidly. 
She became very hyperactive and restraints were 
required. Shortly before death on the morning of 
the fourth hospital day, her pulse was recorded as 
166 per minute and respirations 78 per minute. 
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The blood at autopsy contained 170 mg. percent of 
sugar. 

Autopsy.—At examination several 
linear subpleural hemorrhages were found in asso- 


postmortem 


ciation with a moderate amount of hemorrhage 
throughout the lung. Examination of the brain and 
spinal cord was negative except for the presence of 
fine petechiae throughout the basal nuclei. 
Vicroscopic sections 
showed widespread alterations throughout the grey 
and white matter. The cerebral cortex was exten- 
sively involved with many of the nerve cells show- 
ing changes primarily of a chronic nature. These 
cells were shrunken with pyknotic nuclei which 
were often indistinguishable. from the heavy chro- 
matin clumping of the distorted cell body. The cell 
processes were often absent or appeared only as 
shrunken cytoplasmic fragments protruding from 
the cell body. In almost all sections of the cortex 
areas of devastation could be made out which were 
entirely devoid of nerve cells. All stages of this 
chronic nerve cell damage could be discerned, from 
mildly altered elements to tiny pyknotic remnants 
of the original nerve cell. Scattered among these 
severely damaged structures were many neurons 
showing acute changes and indicating a more recent 
These cells were slightly swollen and 
In some areas 
isolated cells were seen which had lost all of their 
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process. 


showed a beginning chromatolysis. 


staining properties and appeared as ghost cells 
(Fig. 3). Many apparently uninvolved ganglion 
cells still were intermingled with these acute and 


Nerve cell changes 
of a similar but less extensive nature were seen in 
the caudate nuclei and globus pallidus. The cranial 
nerve nuclei were severely affected with the most 
obvious damage occurring within the medulla. 

Even more pronounced than the neuronal altera- 
tions were the changes occurring within the white 
matter. Here were observed numerous scattered 
areas of focal and perivascular demyelinization. 
These foci of myelin destruction were not arranged 
concentrically about the blood vessel but seemed to 
extend irregularly into the adjacent tissue (Fig. 4). 
The myelin damage was often complete with a 
rupture of the myelin sheath and a complete de- 
struction of the axon. The severity and extent of 
this process was quite variable, indicating a vary- 
ing chronicity of the pathological process. 

Aside from the myelin changes, the white matter 
contained scattered glial changes, consisting of focal 
collections of glial elements, as well as very exten- 
sive diffuse proliferations of the subependymal glial 
elements. 

Comment.—This case is of unusual interest be- 
cause of the severity and chronicity of the cerebral 
changes. These alterations seem to correlate very 
well with the long history of a fairly heavy mor- 
phinism. The question arises as to the part the 
insulin given during her hospitalization may have 
played in the production of the cerebral changes. 
Since most of the significant cerebral changes were 
definitely of a chronic nature, it may be definitely 
assumed that the insulin was an irrelevant factor 
which need not enter into consideration of etiology. 
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It is possibie the insulin may have led to some of 
the acute nerve cell changes observed in this case. 


DISCUSSION 


Since clinical observations of patients suf- 
fering from severe, acute or chronic morphin- 
ism leave little doubt that this drug must 
produce tissue changes not only of a reversi- 
ble but also of an irreversible nature, it is 
surprising that so few reports have been pub- 
lished describing such alterations. Probably 
the most exhaustive studies on the brain 
changes in man in morphine poisoning have 
been reported by Creutzfeldt(10) and by 
Wiemann(11). Creutzfeldt described a case 
of a 26-year-old chronic morphine addict 
who took unknown quantities of both veronal 
and morphine as a suicidal measure. The 
pathologic findings were attributed primarily 
to the morphine. Postmortem examination 
revealed congestion and edema of the brain. 
In Nissl preparations definite nerve cell) 
changes, consisting for the most part of a} 
granular disintegration of the Nissl sub-} 
stance, were seen in the cortex of the frontal | 
and temporal areas, in Ammon’s horn and 
to a lesser degree in the central areas and 
the occipital lobe. The medium sized neurons 
of the third and deep fifth layers of the cortex 
were most affected. The cell nuclei were pale 
and the nucleoli often marginal and vacuo- 
lated. Many of the cell processes appeared 
fragmented. The small nerve cells of the 
caudate nucleus appeared swollen and pale. 
The adventitial cells of the vessels in the 
area of the caudate nucleus and the oligo- 


dendroglial cells contained “siderophile” 
granules. Similar changes were found in 


the dentate nucleus. A few veins in the 
diencephalon and midbrain were surrounded 
by a heavy lymphocytic infiltration. With 
the Herxheimer stain there could be demon- 
strated a heavy fatty degeneration of all 
cortical cells, the nerve cells as well as the 
glial and mesodermal elements. This fatty 
degeneration was considered by the authors 
to be one of the outstanding findings and 
was interpreted as being due to chronic 
morphinism. Spielmeyer(12) also felt that 
fatty degeneration of the nerve cells, espe- 
cially in the horn of Ammon, was the out- 
standing histologic finding in morphinism. 
Weimann(11) reported several case stud- 


ies of acute and chronic morphinism. Micro- 
scopic studies of a case of suicidal poisoning 
in a 25-year-old man revealed an extensive 
diffuse degenerative process in the entire 
central nervous system, particularly in the 
cerebral cortex. Again the most marked 
changes were demonstrated by the fat stains, 
showing the ganglion cells and the endo- 
thelial cells of the vessels heavily laden with 
fatty material. The fatty deposits in the 
cortical areas occurred in a regular layer 
arrangement, the third cortical layer being 
the most involved. The horn of Ammon 
was extensively damaged. Weimann felt 
that morphine poisoning produced chiefly 
a degenerative process involving primarily 
the ganglion cells. Occasionally regressive 
changes did occur within vessels of the cor- 
tex, resulting in small infarcted areas. Wei- 
mann and Marenholtz(13) described a case 
of acute poisoning (death occurred 6 weeks 
after the ingestion of the morphine) in which 
the alterations were limited to the basal 
ganglia and the medulla. Large foci of sym- 
metrical softenings appeared in the pallidum 
similar to that seen in carbon monoxide 
poisoning. Favarger(14) also produced evi- 
dence that morphine often affects the central 
nuclei more than the hemispheres. In both 
experimental and human autopsy material 
he was able to isolate more morphine from 
the central nuclei than from the hemispheres. 

Experimental studies have been more nu- 
merous than the observations on human ma- 
terial but have indicated somewhat similar 
findings. Nissl(15) in studying the ganglion 
cells of the brain in acute morphine poison- 
ing reported alterations primarily in the 
staining properties of the intercellular sub- 
stance of the cerebral cortex so that the 
dendritic processes were discernible for un- 
usually long distances from the cell body. 
The nuclei of the nerve cell were small, more 
elongated, and darker than normal. Saratch- 
off (16), doing experimental work with dogs, 
noted in the brains of the animals killed in 
the acute phase of morphine poisoning, a 
swelling of the nerve cells with the formation 
of vacuoles and a loss of the cell processes. 
These abnormalities were most prominent 
in the anterior horns of the spinal cord and 
to a lesser degree in the medulla and the 
cerebral cortex. In the tissues obtained from 


| 


animals chronically addicted, the Nissl sub- 
stance had more or less disappeared, the cy- 
toplasm appeared gelatinous, the nucleus 
stained poorly and the cell membrane was 
indistinct. Mankowsky(17) in a similar ex- 
perimental study also reported extensive 
changes (chromatolysis and vacuolization ) 
within the anterior horn cells of the spinal 
cord, the pyramidal cells and the Purkinje 
cells. The findings were most marked in 
the cases of chronic poisoning. 

Other tissue elements within the brain 
have occasionally been reported as involved 
in morphine poisoning. Brack(18) found 
the pathologic alterations primarily confined 
to the vessels within the brain, consisting 
of hyaline, fibrin and occasionally fat emboli 
in the center of small ring hemorrhages. 
Wolff and his associates(1g), in experi- 
mental studies with dogs, observed degen- 
erative swelling of the oligodendroglia in 
all but the very mildly intoxicated animals. 
The astrocytes and microglia were relatively 
intact. These authors concluded that chronic 
morphine poisoning resulted in more marked 
changes than acute poisoning, both in the 
neurons and interstitial cells. Ma(20), work- 
ing with rats, divided the acute reaction to 
morphine into two phases, a period of stimu- 
lation followed by one of depression. He re- 
ported that during the first stages there was 
an increase of Golgi material of the nerve 
cell, the mitochondria remaining unchanged. 
During the latter stage the Golgi material 
decreased and the mitochondria were slightly 
increased in number. Other workers ( Mac- 
Ewen and Buchanan(21) and Horning( 22) 
have been unable-to duplicate his findings. 

Considerable extremely interesting experi- 
mental data have accumulated, but unfor- 
tunately, as is true of much animal experi- 
mentation, conclusions drawn on the basis 
of the evidence cannot be applied directly 
to man. It is, nevertheless, valuable to re- 
view some of the more recent work bearing 
on the pharmacological action of the drug, 
which may be of interest to the clinician. 
It has been supposed that the predominant 
action of morphine in the central nervous 
system is depressant, but there is more evi- 
dence against this view than for it. It is at 
least certain that morphine is a stimulant in 
certain doses and at certain levels of cerebral 
functioning. As far back as 1915, McGuigan 
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and Ross(23) noted that with the injection 
of morphine into frogs 30 to 120 minutes 
preceding the injection of a convulsant dose 
of strychnine, the onset of the post-strych- 
nine convulsions was much more rapid. If 
the two drugs were given simultaneously, 
no such synergistic effect obtained. 
They therefore postulated a morphine oxida- 
tion product which reacted with the strych- 
nine to enhance its stimulant properties. 
Tatum, and Collins(24) have 
stated that the minimum lethal dose of mor- 
phine in a dog, cat or rabbit is convulsant 
and no elevation of the minimal lethal dose 
can be developed by prolonged administra- 
tion. In monkeys also very large doses pro- 
duced convulsions and death; and though 
a tolerance to the depressant action of mor- 
phine could be developed, the minimum lethal 
(convulsant) dose was lowered rather than 
raised. 


Seevers 


As the narcotic effect in the animals 
decreased, the convulsant action became more 
pronounced and convulsions appeared with 
doses which, given singly to non-tolerant 
animals, did not cause convulsions. In 1934, 
Nieuwenhuijse(25) published observations 
on a number of experiments in which he 
produced small cortical lesions, symptomless 
in themselves, in rabbits. The subsequent 
injection of large, ordinarily subconvulsant 
doses of morphine brought about peculiar 
Jacksonian type convulsions first on the con- 
tralateral, then spreading to the ipsilateral 
side. A similar result was obtained even 
after an interval of several weeks. He also 
noted that the local application of morphine 
to the undamaged cortex resulted in periodic 
motor discharges resembling Jacksonian 
seizures, and he demonstrated that the cor- 
tex of rabbits narcotized with morphine was 
more sensitive to faradication, responding 
to a minimal stimulus with a Jacksonian 
type seizure. 

Hazelton and Koppanyi(26) in 1942, con- 
firmed the impressions of McGuigan and 
Ross in demonstrating a definite synergistic 
relation between morphine and central nerv- 
ous system convulsants (picrotoxin, strych- 
nine, coramine, metrazol). They further- 
more noted that the occurrence of convul- 
sions did not necessarily coincide with the 
respiratory depression, 7. e., the convulsions 
were probably not due to anoxemia. Using 
a somewhat different type of approach to 
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the problem. Wikler(27) and Wikler and 
Masserman(28) reported that small doses 
of morphine in animals result in changes 
which appear to represent disintegration of 
adaptive response associated with a poorly 
coordinated motor system. Larger doses 
give evidence of delayed stimulant actions, 
startle response, muscle twitches, etc., super- 
imposed on the former. 

Most of the recent investigations have 
emphasized the biphasic action of morphine— 
initial depression followed by excitation, the 
relative intensity of the two varying with the 
species. With small doses the depressant ac- 
tion is hardly detectable but with large doses 
the initial depression may be very short, 
with the stimulant action predominating. 
The fact that in experimental work recovery 
from the depressant action in moderate doses 
appears to be much more rapid than re- 
covery from the excitant action, is the basis 
for the suggestion made by Tatum ef al. that 
morphine addiction be treated by abrupt 
withdrawal in order to avoid the accumula- 
tion of excitant action. In view of this ex- 
citation action one might well caution against 
the liberal use of morphine as a therapeutic 
agent in the various convulsant disorders. 


SUMMARY AND CONCLUSIONS 


1. A brief review of the literature con- 
cerning the central nervous system involve- 
ment in morphinism is presented. Although 
there are scattered clinical and pathological 
reports which indicate that acute and chronic 
residuals may result, no consistent picture 
of the neurological involvement can be for- 
mulated. 

2. Histopathological studies are reported 
in three cases of morphinism in which the 
illness varied in duration from the very 
acute to the chronic stage. 

3. Definite histological alterations were 
present within the brains of all cases and 
consisted of acute or chronic neuronal al- 
teration and destruction and irregular peri- 
vascular demyelinization. The damage was 
similar in all cases but was more apparent 
in the chronic ones. The most severe nerve 
cell changes were observed in the medulla. 

4. There is good experimental evidence to 
suggest that morphine at certain doses may 
be a cortical stimulant and is probably con- 


traindicated in toxic conditions resulting in 
convulsive phenomena. 
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SOME RELATIONSHIPS BETWEEN EXCITEMENT, DEPRESSION 
AND ANXIETY 


D. EWEN CAMERON, M.D. 
Professor of Psychiatry, McGill University, Montreal 


During the course of a number of studies 
of the anxiety syndrome (Cameron, 1944, 
a, b) considerable difficulty was experienced 
in differentiating between anxiety and de- 
pressive reactions. Many cases which, on 
first examination, were designated as anxiety 
states or as depression, proved on closer 
examination, to show both types of reaction. 

In current practice this fact is very usually 
missed or ignored. The reason for this is to 
be found in the tendency on the part of the 
observer to conventionalize his observations 
into the form of commonly accepted concepts 
(Cameron, 1941, a). The recording of cue 
observations by the investigator, particularly 
if those cue observations are made during 
the early stages of his examination of the 
patient, tend to determine his final concep- 
tion of the patient’s reaction. 

Where, for instance, the patient at the out- 
set complains of feeling scared, tense, or of 
being unable to go into crowds or where he 
complains of being downhearted, slowed-up 
or of feeling that life is not worth while, the 
observer will tend to ask just those questions 
and to make just those observations which 
fall into his picture of anxiety or of depres- 
sion respectively. 

Because of this, important interrelations 
which exist between the anxiety and depres- 
sive reactions and, as will be shown later, 
between them and the excitements have not 
been recorded. It is with the demonstration 
of these interrelations that this investigation 
is concerned. 


METHOD 


In order to eliminate the effects of conven- 
tionalization the following procedures were 
carried out on 40 patients. First, a routine 
outline of examination was followed regard- 
less of the preliminary impression created by 
the patient’s behavior. Moreover, the atti- 
tude maintained by the examiner throughout 
was one of open-mindedness as to the exis- 
tence of relationships between the three syn- 


dromes rather than the customary attitude 
that these syndromes are relatively self con- 
tained. 

Second, sound records and movies were 
taken of the patients during interview with a 
physician, walking and doing cross-word 
puzzles. Cinemanalysis (Gesell, 1935) was 
found especially valuable. 

Third, the examinations of the patient dur- 
ing the active stages of his illness and during 
recovery were contrasted. 

Fourth, patients who showed transition, 
e.g., from depressive to manic reactions or 
from depressive to anxiety reactions were 
examined with special reference to the nature 
of these transitions. 


RESULTS 


Almost all patients who were considered 
to have a reaction which was predominantly 
depressive in nature showed some anxiety 
symptoms. Prominent among these were 
complaints of being tense, scared, or being 
unable to relax, of having aching in the neck, 
of tremor, tightness in the throat, and of feel- 
ings of unsteadiness. 

Similarly all patients who were considered 
to be primarily anxious in their reactions 
showed some depressive symptoms. Among 
these were feelings of being depressed, of 
feeling that life was not worth while, of 
suicidal ruminations. Difficulty in making 
decisions, sensitiveness and feeelings of guilt 
were frequent complaints (Table I). 

The major differentiating points were, 
first, that of emphasis. In the first group 
there was more emphasis upon feeling sad, 
of being unable to manage the day’s work, 
of feeling slowed down; delusional and hallu- 
cinatory misinterpretations were, at times, of 
value in differential diagnosis. It must be 
pointed out, however, that as we have be- 
come concerned with earlier cases the rela- 
tive number of depressive patients presenting 
delusions and hallucinations has rapidly de- 
creased. The emphasis upon the delusion in 
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the earlier descriptions of the depressive re- 
action is a reflection of the fact that at that 
time commitment was often a necessary pre- 


liminary to treatment. 


A second major differentiating point is the 
absence 
history of predominantly anxious patients. 


relative 


of manic attacks 


Moreover, the primary depressive reactions 
tend to be more circumscribed. 
Of fundamental importance is the fact that 


in the depressive reactions inhibition appears 


in the 


TABLE I 


to play a primary role. This can be particu- 
larly clearly seen in contrasting moving pic- 
tures of depressive and anxious patients. The 


Shows the presence of depressive symptoms in an anxiety state and of tensional anxiety symptoms in 
the hypomanic reaction. 


Patient “A” 


whose pattern of anxiety was largely gastro-intestinal in type. 


Patient “C” 


was a woman of 30 who had had recurrent attacks of ck 


age of 19. Was in the hypomanic reaction at the time of study 


Patient 


Depression 


Anxiety 


A 

Feels depressed. Sleeps poor- 
ly. Eats inadequately. 

Moves and talks slowly. 

“IT won't talk’—feels that 
other people are talking 
about her and are against 
her. 

“T won't work.” 

“I intend to do things and I 
can’t—I don’t know why.” 

“T start to do things and 
then I make a mess of 
everything.” 

“T have made so many people 
unhappy that I am unhappy 
myself.” 

“I guess it is my own fault 
that I am so miserable.” 


Feels tightened up, especially 
in the abdomen. 

“T never feel relaxed, the 
least thing I worry about.” 

Says that she trembles a lot, 
legs jerk as she goes to 
sleep, feels unsteady on 
walking. 

Throat tightens up, it is hard 
to swallow, voice becomes 
unsteady at times. Some 
neck aching. Occasional 
palpitations. 

“The least noise makes me 
feel as though I were go- 
ing out of my head.” 

Hands and feet become numb 
at times. 


B 

“When I am tightened up | 
am a little unhappy. As I 
get more and more tight- 
ened up I get more de- 
pressed.” 

“When I get tightened up my 

My interest 


energy go I do 


energy goes. 
and my 
much less.” 

“When I get tense I tend to 
get still. When I get tense 
I am like a bump on a log.” 


Anxious, worried about ap- 
petite and vomiting. 

“The thing that is wrong 
is that I am not eating 
enough. I am vomiting.” 

“IT am very worried about 
my condition and about 
losing weight.” She _ be- 
comes nauseated and vom- 
its when under stress. 

“T feel tightened up. It starts 
very slowly, it takes weeks, 
First I begin to lose a little 
appetite, then it tightens up 
a little more and I eat less, 
and then it tightens up so 
much that I bust and then 
I vomit.” 

Walks and talks very rapidly. 

Hands cold and wet. 

Tongue and circumoral trem- 
or are quite marked. 

Legs jerk on going to sleep. 


symptoms were 


‘pression and 


was a married woman of 28 who, for the last six years, had shown repeated depressive 
reactions lasting from a few weeks to a few months. S|! 


1e was apparently quite well between attacks. 
Patient “B 


was a chronically anxious woman whose 


of many years duration and 


1 excitement since the 


“Noises go right through my 
head.” 

Her hands are cold and wet. 

“Sometimes I do feel tighten- 
ed up. At times it is more 
noticeable than others. I 
feel it in my head mostly, 
my eyes feel funny, not 
right as they should be.” 

Patient claims that she talks 
so much and so loudly so 
that she will drown out the 
noises around her and thus 
prevent herself being un- 
pleasantly stimulated by 
them as described above. 

Has feeling of tension across 
mid-abdomen. 
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TABLE 


Patient 


Excitement 


behavior of a depressive patient is, as it were, 
encased by his greatly increased inhibition. 
Out of this encasement only those action ten- 
dencies can break which are strongly moti- 
vated. All those minor action tendencies of 
slight motivation which ordinarily character- 
ize the behavior of the individual as he sits 
or walks or talks with those around him are 
eliminated. 

Study of our moving picture records as 
well as direct observation showed how in- 
frequently the depressed patient crossed his 
knees, stood with his hand on one hip, played 
with objects on the physician’s desk, gesticu- 
lated save in terms of the well known hand- 
rubbing or hand-mouth movements. It was 
striking how infrequently any movements of 
the hands of the depressed patient passed 
outside the silhouette of his body; none of 
our depressed patients, for instance, on sit- 
ting on a couch extended their arms along 
the back of it. 

The absence of small talk is also conspicu- 
ous. The patient makes none of those run- 
ning commentaries which he does make later 
on recovery. He has no remarks to make 
about what he is asked to do, has nothing to 
say about the fact that a movie is being 
taken of him or that he is talking into a 
microphone. 

In walking, apart from the shortness of 


Cc 


Patient is overtalkative, ram- 
bling and discursive. 

She lacks a goal idea. 

Will talk endlessly on a 
series of loosely related 
topics. 

She is restless, continuously 
moving from one part of 
the ward to another. 

She walks noisily, stamping 
her feet down and obvious- 
ly endeavoring to attract 
attention. She is assertive 
and aggressive. Sli inter- 
feres with and annoys the 
other patients. 

“I have to do things, I prob- 
ably annoy other people.” 
There is a very considerable 
drive to activity and pa- 
tient feels exceptionally ca- 

pable. 

“I feel so free I could fly.” 


stride, there tends to be a loss of associated 
arm swinging. In its place is a curious pen- 
dulum movement of the arms. Each time the 
patient brings his foot down and thereby 
momentarily checks his forward progress, 
there tends to be a forward jerk of both 
arms. Under normal circumstances in pass- 
ing backwards and forwards in a small space, 
on reaching the turn the head tends to turn 
relatively independently of the body. Usu- 
ally, though not always, it turns first, appar- 
ently in order to permit the individual to 
observe his return course before he actually 
starts out. In the depressed patient this 
independent head turning is almost always 
absent. The depressed patient turns in a 
block. 

When, however, he has recovered and, 
indeed, often as he is recovering and his inhi- 
bition is beginning to decrease, these less 
strongly motivated action tendencies start to 
break through. He begins to show once more 
an associated swinging of his arms in walk- 
ing, the head begins to turn relatively inde- 
pendently of the rest of the body, the arms 
pass out beyond the body silhouette and the 
great range of expressive movements of 
limited motivation begin to reappear. 

In the primarily anxious patient this en- 
casement is present to much lesser degree. 
Slowing is much less frequent. Even in 
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patients in whom the reaction is severe there 
may be an ability to walk rapidly, to count 
almost as quickly as usual. 

In the patient who shows a manic excite- 
ment this encasement is not present. Despite 
the fact that the manic excitements are de- 
scribed as alternate phases to the depressive 
reactions, their immediate relations were 
found in the present investigation to be with 
the anxiety states. 

In both overactivity was prominent, 
though in the anxiety states this overactivity 
was continually curbed by the degree of inhi- 
bition which was present. In both reactions 
the patients state that they either want to be 
doing something all the time or feel that they 
have to. In both groups complaints of diffi- 
culty in relaxing and settling down are noted. 
In several of the manic excitements, as in 
most of the anxiety states, there are com- 
plaints that noises and other disturbances in 
the immediate environment are upsetting. 
Actual evidence of increased tension is found 
in some of the manic patients, ¢.g., coldness 
and sweating of the extremities. Moreover, 
where the manic patients are prevented from 
expressing themselves in action, feelings of 
frustration with rising tension ending in fits 
of irritable explosiveness are common. 

Inhibition which was so dominant in the 
depressive group and which is present in 


Nov. 


varying degrees in the anxieties is at the 
minimum in these manic excitements. The 
movements are free and expansive. There is 
an abundance of movements, 
much small talk; a great range of action ten- 
dencies, no matter how slightly motivated, 
come to expression. [Expressive movements 
readily pass beyond the body silhouette and 
there is no evidence of lack of associated arm 
swinging on walking or of a tendency to turn 
the head in a block with the body. These 
findings are summarized in Tables IT and ITI. 


expressive 


DISCUSSION 
Consideration of the relations which exist 
between the excitements, depressions and 
the E.D.A. syndrome—suggest 
that these relations may be expressed in 


anxieties 


terms of the varying dominance of the two 
components of tension, namely inhibition and 
facilitation. 

Before proceeding with discussion we wish 
to emphasize that in placing these reactions 
in relationship to each other in terms of facili- 
tation and inhibition we are dealing with the 
problem at a phenomenological level. We 
are not concerned with questions of etiology. 
\Ve do not propose to touch upon such mat- 
ters as the effects of the immediate environ- 
ment, the catastrophic incident or to deal 


TABLE II 


DEPRESSIVE AND ANXIETY SYMPTOMS 


Primarily depressive symptoms : 


Inhibition its in minance, 


minimal, 


definite d facilitation 


Slowed down. 

Takes longer to do things. 

Walks more slowly. 

Limited stride. 

Lack of associated movements, ¢.g., 
on walking. 

Lack of accessory movements, ¢.g., hand on hips, 
hand supporting chin, crossing knees, “doodling.” 

“Block” turning, i.c., head turns with body. 

Sits inactive for long period. 

Stomach movements slowed or stopped. 

Gastric secretion reduced or absent. 

Talks slowly. 

Takes longer to carry out a well practiced task, ¢.g., 
counting up to 50. 

Talk is limited in amount. 

Talk tends to be limited to topics of concern. 

Unhappy, can’t see any future. 

Lonely. 

Weeping. 

Very little interest in, or response to, environment. 


arm swinging 
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fymptoms commonly found in states intermediate 
between primarily depressive and primarily anx- 
jety states. May also be present in primarily de- 
pressive Or primarily anxious states: 


Primarily anxiety symptoms: 


with conflict situations or with possible con- 
stitutional factors. We are not concerned in 
this discussion with the ways in which the 
individual protects his efficiency or recovers 
his efficiency by the age-old methods of 
atonement, repentance, undergoing punish- 
ment, by projection, by seeking security or 
by the procedures of psychotherapy or any 
other form of treatment. 


TABLE II.—ContTInNvep 


Inhibition tends to be more dominant than facilita- 
tion and patient presents picture of inhibited anx- 
iety state (cf. Table III, states intermediate be- 
tween anxiety and excitement). 


Can’t concentrate so well. 

Can't make decisions easily. 

More sensitive to what people say as well as to 
noises and lights. 

Sense of humor not what it was. 

Patient complains he can't remember day to day 
events so well. 

Tires easily. 

Worried. 

Suicidal. 

Increased guilt feelings. 

Loss of confidence. 

Sleepless. 

Poor appetite. 

Agitated movements. 


Inhibition and facilitation are both increased but are 
present in more or less equal degree. 


Restless, overactive. Movements those of 
“curbed overactivity.” 

Does not take much longer to do things. 

Walks at usual rate. 

Usual accessory movements replaced by accessory 
movements of agitation, c.g., hand-rubbing, hand- 
mouth movements. 

Can’t relax, tense. 

Chronically anxious. 

Anxiety may be attached successively to a consider- 
able number of topics. 

Considerable interest and response to environment 
as source of possible concern or threat. 

Acute anxiety with feelings of losing one’s mind or 
dying. 

Talks as much as, or more than, his usual. 

Talk is primarily upon his anxieties. 

Talk is as rapid as usual. 

Gastrointestinal, cardiovascular or skeletal muscular 
pattern of anxiety complaints (Cameron, 1944) 
with emphasis on gas, nausea and epigastric dis- 
comfort or tachycardia, precordial distress, and 
throbbing or pressure headaches, tremor, hyper- 
reflexia, unsteadiness. 

Cold, wet extremities. — 

Hands and feet go to sleep. 

Gastric movements increased, with increase in gas- 
tric acidity. 


are 


It is true that it may be that methods of 
protection against the effects of this syn- 
drome or ways of recovering from them can 
be worked out from these concepts which we 
are presenting. But these concepts can be 
considered by themselves. Their validity can 
be judged apart from all reference to etiology 
or to ways of protection and recovery. All 
we state is that at a certain level, if not at 
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other levels, these three phenomena appear 


to be related. 

It has long been recognized that tension 
facilitates activity (Bills, 1927; Stauffacher, 
1937; Jacobsen, 1938). It has also been 
recognized that high degrees of tension may 
inhibit activity (Triplett, 1808; Arnold, 
1942). That these two components of ten 
sion exist has received at least tacit recogni 
tion for some time. When we become tense 


TABLE 


ANXIETY AND MAN 


Primarily anxiety symptoms: 


Symptoms commonly found in states intermediate 
between primarily anxiety and primarily manic 
states : 


DEPRESSION 


AND ANNIETY 


| Noy 
our performance with respect to what we 
have become tense about usually becomeg 
facilitated, our reactivity to distracting and 
competing stimuli is inhibited. Explicit 
statements concerning this matter are few 
(\Woodworth, 1941, b). 
The possibility that these two components 
may vary in their relation to each other from 
time to time in the same individual apart 
from the 


1940; Cameron, 


total tensional level has received 


IT] 


EXCITEMENT SYMPTOMS 


n and facilitation are both increased but are 
present in more or less equal degrec. 


Restless, overactive. Movements are those of 
“curbed overactivity.” 


ldoes not take much longer to 
Walks at usual rate. 


do things. 


Usual accessory movements replaced by accessory 
movements of agitation, ¢e.g., hand-rubbing, hand- 
mouth movements. 

Can't relax, tense. 

Chronically anxious. 

\nxiety may be attached 
able number of topics. 


successively to a consider- 


Considerable interest and response to environment 
as source of possible concern or threat. 

Acute anxiety with feelings of losing one’s mind or 
dying. 

Talks as much as, or more than, his usual. 

Talk is primarily upon his anxieties. 

Talk is as rapid as usual. 

Gastrointestinal, cardiovascular or skeletal muscular 
pattern of anxiety complaints (Cameron, 1944) 
with emphasis on gas, nausea and epigastric dis- 
comfort or tachycardia, precordial distress and 
throbbing or pressure headaches, tremor, hyper- 
reflexia, unsteadiness. 

Cold, wet extremities. 

Hands and feet go to sleep. 

Gastric movements increased with increase in gas- 
tric acidity. 


Facilitation tends to 
tion, 


be more dominant than inhibi- 

and patient tends to produce picture of 
facilitated anxicty state (cf. Table I, states inter- 
mediate between depression and anxiety). 

For short periods in social situations, smiling vi- 
vacity may mask patient’s anxiety. 

“Always have to be doing something.” 

“Always in a hurry to get things done.” 

Restless. 

Over-talkative. 

Talks about symptoms at great length but can dis- 
cuss other matters. 

Feelings of tension, coldness and wetness of ex- 
tremities. 

Increased sensitivity. 

Increased irritability and hostility. 
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Primarily excitement symptoms : 


still less consideration. But it is upon this 
iact that there rest the relationships between 
excitement, depression and anxiety, with 
which we are concerned. 

That they might vary in their relationship 
to each other in the same person with changes 
in the total tensional level is already known. 
Triplett (1898) has pointed out that as the 
tensional level rises inhibition tends to be- 
come more dominant. That facilitation and 
inhibition do vary in their relationships to 
each other from one animal to another has 
been shown by Pavlov (1928) who describes 
inhibitory and excitatory types of dog. But 
the concept that facilitation and inhibition 
might vary in their relationships to each 
other in the same person, not only in asso- 
ciation with changes in total tensional level 
but also independently of that, has not 
hitherto been put forward. 

The terms inhibition and facilitation, as 
used in this investigation, require definition 
since, unfortunately, both have several dif- 
ferent connotations within the technical field 
apart from those which they are accorded in 
lay usage. 

By inhibition we mean limitation in the 
amount and range and slowing down of be- 
havior which exist despite otherwise general 
readiness and capacity for activity, as well 
as the individual’s experience of this. 

By facilitation we mean increased ten- 
dency to activity due to increased ease of 
performance in an individual whose capacity 
for activity is otherwise normal, as well as 
his experience of this. 


TABLE III.—ContTInvep 


Facilitation is in definite dominance. Inhibition is 


minimal. 


General increase in activity. 

Increased talkativeness. : 

Discursive, lacks goal idea. 

Increased friendliness, cheerfulness, joviality. 

Increase of confidence, brashness and lack of sensi- 
tivity. 

Temper outbursts, violence. 

Increased motor activity. 

Increased responsiveness to all events in the en- 
vironment. 

Objectives of activity continually changing. 

Well practiced tasks may take longer because of 
continual changes in direction of activity. 

Accessory movements numerous and often empha- 
sized and extreme. 

Movements pass frequently outside body silhouette. 

No “block” turning. 


The part played by inhibition in the de- 
pressive reactions has been investigated—the 
reaction time has been found to be prolonged 
(Franz, 1906; Wells and Kelly, 1922; Saun- 
ders and Isaac, 1929). Ocular movements 
have been reported as slowed (Diefendorf 
and Dodge, 1908). The speed of concept 
formation was also found to be slowed in 
depressive reactions (Stransky, 1935). The 
fluctuation of the ambiguous figure was found 
to be slow in depressed patients (Hunt and 
Guilford, 1933) and to vary with the degree 
of depression (Cameron, 1936). Neuman 
and Mather (1938) found that their de- 
pressed patients produced very little syn- 
tactic elaboration of speech and that their 
response to a topic was slow, short and 
limited to that topic. Wolf and Wolfe 
(1943) report on the basis of gastroscopic 
examination and direct observation of the 
stomach wall in an individual with a per- 
sistent gastric fistula that during states of 
dejection, depression and underactivity, 
movements of the stomach are greatly re- 
duced or absent while in states of anxiety 
and hostility they are increased above 
normal. 

The work upon facilitation has not shown 
such clear-cut results. Much of it has been 
carried out on manic patients and the results 
estimated upon the basis of the speed and 
amount of performance of one form of ac- 
tivity. Thus Franz (1906) examined the 
reaction time and Diefendorf and Dodge 
(1908) the speed of ocular movements in 
manics. Both investigators found a slowing 
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down. Likewise, Stransky (1935) found 
that the speed of concept formation was 
slowed in such patients and Hunt and Guil- 
ford (1933) made a similar report with re- 
spect to the fluctuation of the ambiguous 
figure. It was only when a much wider ac- 
tivity, e.g., the use of language was studied 
(Neuman and Mather, 1938) that a differ- 
ence was found between the speed and 
amount of test performance on the part of 
depressive and manic patients. The latter 
showed a high degree of syntactic elaboration 
with long discursive responses. It seems 
probable that the earlier investigators failed 
to find a difference between the manic and 
depressive patients since they did not grasp 
the fact so well described by Bleuler (1924) 
that the behavior of the manic patient is 
totally facilitated and that, therefore, the 
probability that he will show increased speed 
of performance continually in any limited 
and prescribed direction is small. [Possibly 
in part because of this earlier confusion the 
concept of facilitation has not been nearly so 
widely used as that of inhibition. 

The earlier workers (Féré, 1887; Moede, 
1920; Allport, 1920) upon social facilitation 
—performance as affected by the presence of 
others—did not succed in distinguishing be- 
tween facilitation and competition on the one 
hand and suggestion and identification on 
the other. Woodworth (1940) refers to 
facilitation as an aspect of set which is clearly 
much too narrow a definition since the indi- 
vidual who is facilitated in the sense used in 
this study shows a tendency for increased 
ease of performance of any kind. The defini- 
tion given by Warren (1934) most closely 
approximates that which we have used, save 
for the lack of reference to the subjective 
experience accompanying facilitation—‘‘in- 
creased ease of performance measured by de 
crease in time of accomplishing an act and 
decrease in tensions and irregularities in its 
performance or by increase in output.” 

In every day life facilitation is seen in the 
individual happy over success—the passing 
of an examination, an unexpected raise in 
pay, the “loosening up” of the theatre crowd 
recognized by the actor as taking place after 
the first few laughs (Lange, 1923), in states 
of fear, anger and hostility. It is seen in the 


more extreme forms in states of unusual ex. 


citement and particularly in manic reactions 


It is to be distinguished from the over. 
activity and over-reactivity described by 
Ferrier (1876), by Bianchi (1922) and 
Jacobsen (1936) as occurring in animals 
after frontal lobe damage and from the in- 
creased freedom of action following the use 
of such drugs as sodium amytal and alcohol, 
In both of these situations the increased ac- 
tivity is to be ascribed to disinhibition rather 
than to facilitation. Where the individual is 
actually facilitated in normal degree inhibi- 
tion of secondary action tendencies is well 
maintained so that the primary activity can 
be carried out without interference. Where 
excitement is greatly increased, as in the 
manic states, there is both increased facilita- 
tion and a decrease in inhibition so that the 
overactivity of the individual is continually 
changing its objectives as secondary action 
tendencies displace the primary—the loss of 
the so-called “goal idea.” 

At this point it is of interest to note that at 
other levels this expression of activity in 
terms of facilitation and inhibition finds other 
and by no means identical exposition. At the 
neurophysiological level neural facilitation 
and inhibition have been established, while 
at the endocrine level excitatory and in- 
hibitory forms of sympathin are recognized. 
Pavlov has used the term excitatory and 
inhibitory to describe lasting temperamental 
characteristics of his dogs, as well as to de- 
scribe transitory states. It is probable that, 
despite the difficulties in effecting a satis- 
factory comparison due, among other things, 
to the impossibility of obtaining a subjective 
account, his use of these terms closely coin- 
cides with our use of the terms facilitation 
and inhibition in this investigation. 


CONCLUSIONS 

On the basis of our findings we consider 
that the manic excitements, the depressions 
and the anxiety states are related in terms of 
the degree of facilitation and inhibition which 
is present. In all three the total tensional 
level is raised but in the excitements facilita- 
tion is maximal and inhibition is greatly re- 
duced, though still present. In the depres- 
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ions inhibition is present with facilitation 

breatly reduced. In the anxiety states there 

san increase in both facilitation and inhibi- 

ion, the two, as it were, competing against 

ach other and being responsible for the 

haracteristic picture of curbed overactivity. 

On this basis it is possible to recognize a 

ange of reactions—predominant facilitation 

manic excitements), facilitated anxiety 

tates, inhibitory anxiety states and pre- 

jominantly inhibitory states (depressions). 

The advantages inherent in this series of 

concepts which we have set up are first that 

they offer an explanation of the difficulty 

which initiated the investigations, namely 

that of differentiating between depressions 

and anxiety states. For it is clear that save 

where inhibition is outstandingly dominant 

and where facilitation is minimal some anx- 

iety symptoms may be anticipated in the 

depressive reaction and similarly some de- 

pressive features are to be seen in all anxiety 

states, save where inhibition plays an entirely 

secondary role to facilitation. 

Second they tend to break up the old 

pathological pictures of manic depressive and 

anxiety conditions and to restate them in 

terms of reactions which occur in everyday 

life so that it is possible to see these condi- 

tions essentially as constituting intensifica- 

tions of activities normally present in the 

individual. 

Third they afford some insight into the 

fact that the total reaction of the organism is 

most intense as demonstrated, for example, 

by the biochemical findings in the anxiety 

states where facilitation and inhibition are in 

sharp conflict as contrasted with the depres- 

sions and excitements where one or other 
has acquired dominance. 

Fifth these concepts offer new vistas on 
possible therapies. In stating this it is neces- 
sary to bear in mind that a therapy to be, 
successful does not necessarily have to deal | 
with the primary cause but needs only to be} 
capable of interrupting in a constructive} 
manner an undesirable train events | 
(Cameron, 1944, a, b). Therapies of excite- 
ment, depression and anxiety, based upon 
the modification of inhibition and facilitation, 
have already acquired some measure of suc- 
cess. It would seem that continued inquiry 


of 


into the development of more effective means 
of controlling these states would be fruitful. 
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INTRODUCTION 


\n unusual opportunity to observe the 
fects of prolonged heavy overdosage with 
hyroid was afforded recently. This was, in 
act, experimental human hyperthyroidism 
nd was also a most unusual method of at- 
mpted suicide. Temporary moderate over- 
losage with thyroid is not uncommon and 
is seen not infrequently by practitioners 
vith patients attempting to reduce obesity. 
Usually, however, the patient rapidly de- 
creases his overdosage when unpleasant 
physiologic symptoms appear. 
The fate of excessive amounts of injected 
thyroid has been conjectured. Boothby and 
Plummer(1) state that an unknown but pre- 
sumably small fraction of thyroxin when 
injected intravenously may be lost by elimi- 
nation or may be destroyed before it is trans- 
formed into the active form. They deem this 
amount so small as not to require calculation 
experimentally. The effect of massive pro- 
longed overdosage of thyroid and thyroid 
extracts is well known in animals(2, 4). 
However, the opportunities to observe such 
effects in man have been limited. There has 
been observed an occasional futile suicide 
attempt with a single large overdose, which 
produced only a slightly altered physiology. 
The present case resulted in marked changes 
in physiology, some probably permanent 
pathological changes in organs and a clinical 
picture consistent with psychosis due to 
thyrotoxicosis. 


Case History 
The patient, a physician 32 years of age, was 


admitted to the Los Angeles General Hospital in 
the spring of 1943 because of his mental depression. 


1Read at the annual meeting of the California 
Medical Association, Los Angeles, Calif., May 8, 
1944. 

From the Department of Psychiatry of the Los 
Angeles General Hospital and the School of Medi- 
cine, University of Southern California. 


GEORGE N. THOMPSON, M.D., Los ANnceEtEs, Cat. 


His wife stated that he had become depressed 
following the Pearl Harbor attack, that he could 
not apply himself to his duties and frequently se- 
cluded himself and wept for hours. He had, aecord- 
ing to his wife, lost more than 50 pounds, was weak, 
had a rapid pulse rate and suffered from air hunger 
and severe cough. She stated that at times his 
temperature reached 104 degrees, and that marked 
edema of his lower extremities had developed. He 
did not eat properly and could not sleep without 
sedation. His wife believed that he did not realize 
he was seriously ill and said he continued to attempt 
to carry on his work. 

On admission to the hospital the patient was 
obviously critically ill. He was extremely dyspneic, 
and was able to talk only with great difficulty. He 
thought he was physically ill but gave very little 
other information. Physical examination revealed 
marked general malnutrition, weight 97 pounds, 
whereas his former weight was about 150 pounds. 
He was very tremulous and excited. Blood pres- 
sure was 130/80, pulse 150, respirations 23 and 
shallow. There was slight exophthalmos bilaterally 
with lid lag, infrequent blinking and widening of 
the palpebral fissures; thyroid was not enlarged 
palpably. Basal inspiratory crepitant rales were 
heard in both lung fields ; heart revealed generalized 
enlargement. There was a systolic murmur at the 
apex, soft and blowing in nature, not transmitted. 
There was marked distension of the superficial 
veins of the neck, which filled rapidly from above 
and did not empty rapidly when pressure was 
released. The abdomen was distended considerably 
with tympanitic note to percussion; liver was en- 
larged downward 3 fingers breadth below the right 
costal margin, and was markedly tender to pressure. 
There was slight dullness in both flanks suggestive 
of fluid, scrotum was edematous and enlarged to 
approximately 4 times normal size, and edema of 
both lower extremities extended as a generalized 
anasarca from the feet to the axillae, edema pitting 
in nature being present over the abdomen and chest 
wall. Axillary temperature was 97.6°. 

Shortly after admission he became extremely 
restless and refused to remain in bed, walking about 
his room so that it became necessary to keep him in 
bed with restraint because of his extremely poor 
physical condition. During the formal mental ex- 
amination it was difficult for him to talk because 
of his dyspnea. He was objectively and subjectively 
quite obviously depressed; however, he did not 
admit suicidal ideas and was non-productive. At- 
tention, perception and comprehension were fair, 
he was correctly oriented in all spheres, memory 
was good, and general intelligence and knowledge 
seemed unimpaired. It was evident that he had 
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poor insight and that his judgment was defective. 
Neurological examination was essentially normal. 
Blood Wassermann and Kahn reactions were nega- 
tive and urinalysis was normal. 

Family History.—The patient’s mother had had 
several depressions during which she had made 
suicide attempts, then died at 54 with heart disease. 
Between her depressions she was always somewhat 
overactive, sponsoring many clubs and_ having 
numerous social activities. A maternal uncle was 
committed to a mental hospital in England because 
of a severe depression. He had a history of several 
attacks of depression during which he also had 
made several suicide attempts. 

-ersonal History.—The patient’s birth was essen- 
tially normal. At the age of 8 he came under the 
influence of the Seventh Day Adventist Church. He 
attended school in England and came to the United 
States at the age of 20 to attend Adventist College 
and to study medicine. He finished pre-medical 
school, receiving a Bachelor of Arts Degree in 
1932, then worked on a Master of Arts Degree in 
international law, finally graduating from medical 
school in 1939. After graduation he practiced pri- 
vately until the time of his entry into the hospital. 

The patient believed that his personality develop- 
ment was not normal due to the abnormal home 
conditions under which he had lived. His wife 
stated that his personality in his illness had under- 
gone an entire change; the year previous he was 
quite sociably inclined and enjoyed his contacts with 
others. He had had numerous obsessions, such as 
having to lock a door five times, and had the 
obsession while he was interning that he had a 
lymphosarcoma. During his early childhood he 
stated that because of his religious training he 
would sit all day by the river studying the Bible. 
He believed this was definitely not of value and 
stated the other children all called him a Jew. 

lie was raised as an Adventist although he at 
tended the Church of England for a time as a child. 
He is not religious now, tends to refute his earlier 
religious teachings, although unable to emancipate 
himself completely from them. He stated that now 
he derives little or no comfort from religion. 

He was abstemious. Sleep had always been rather 
poor and his appetite had not been good recently. 
He had been impotent sexually for 24 years prior 
to admission and before this had had an inactive 
sexual life. 

Present Iliness—The patient stated his depres- 
sions began when he was in school in England at 
about the age of 15 or 16. He had perhaps 5 or 6 
in all, each lasting from 3 to 6 months but never 
requiring hospital care. The depression which oc- 
curred just prior to the present one began about 2 
years before admission and the patient believed it 
was precipitated by an examination he made of a 
17 year old moron girl following which he devel- 
oped the delusion that he had raped her. This de- 
pression lated about 3 months, after which he got 
along fairly well until about one year before his 
admission to the hospital when he began to develop 
thoughts concerning the futility of living. Without 
knowing why he would cry over his child. He 


lost his appetite and frequently failed to eat. He 
retarded in his thoughts and his speech 
came with difficulty. At home he often would not 
talk at all but would just sit. 

Shortly after the beginning of his depression he 
decided to commit suicide. He had thought of 
suicide three or four times previously during his 
other depressions but had never made an attempt. 
\lthough in many ways he had disavowed the teach- 


became 


ings of his religion he knew that suicide was against 
the principles of his church and was afraid that if 
he did kill himself it would be a disgrace to the 
church. He therefore decided to try to do away 
with himself in such a way that no one would 
discover the method and he would be considered 
to have died from a disease process. He conceived 
the idea of killing himself slowly by taking massive 
overdoses of thyroid so that he would gradually 
simulate the disease hyperthyroidism. About one 
year prior to admission to hospital he began taking 
10 2 gr. thyroid tablets three times daily. Gradu- 
ally he increased this dosage, until he was taking 
approximately 80 grains per day, and continued this 
dosage about six months. He lost weight very 
rapidly, became extremely irritable and nervous 
and felt considerable pressure of activity although 
underneath it he remained depressed. He _ began 
having difficulty with his office practice, and was 
told by his associates that he was by his irritability 
and personality abnormality losing his practice as 
well as his wife. At this point the conviction that he 
must commit suicide became even more pronounced 
and he increased his thyroid dosage to 10 2 gr. tab- 
lets six times daily, a total of 120 grains daily, which 
he continued for another six months.2 About three 
weeks after beginning this daily dosage of 120 
grains he began to note swelling of his ankles, short- 
ness of breath and general signs of cardiac de- 
compensation. His edema increased until he could 
hardly get around and at this time his office asso- 
ciates had him placed in a general hospital under 
the care of an internist. 

\t this time his irritability increased markedly 
and his depression changed at times to abnormal 
gaiety with forced laughter. He became more ex- 
citable and developed the delusion that he was going 
to be taken into the Army even though he had been 
disqualified because of an old tuberculous lesion. 
He became somewhat suspicious and developed mild 
persecutory delusions and ideas of infidelity on the 
part of his wife. He also became markedly anti- 
social. Basal metabolic rate was plus 60, however 
it was believed that there was an error in this and 
it was rechecked the following morning. During 
the night he was able to secure four and one-half 
grains of sodium pentobarbital which he took sev- 
eral hours before the BMR determination, which 
turned out to be plus 4. While in the hospital he 
was unable to obtain his thyroid therefore he began 


to insist upon going home. Because he was too ill 


2 Thyroid taken was from Miller Laboratories, 
Los Angeles, California, and Pasadena Research 
Laboratories, Pasadena, California. This is U.S.P. 
standard .17 — .23 mg. I2 and .19 — .21 respectively. 
It contains 0.2 percent iodine. 
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to do this and because of his generally uncoopera- 
tive attitude his wife had him placed in the Psycho- 
pathic Hospital. There the numerous signs of hyper- 
thyroidism and the characteristic psychiatric pic- 
ture led to a diagnosis of psychosis due to Grave's 
disease. After a month’s care he stated he wanted 
to live, that his spirits were good, and that he 
regretted his action which had resulted in doing 
himself so much physical harm. As his wife was a 
nurse and it was believed that he would have proper 
supervision in his home he was discharged and 
weekly visits to the out-patient department were 
arranged. 

About one month following his release from hos- 
pital his wife stated that he was begininng to get a 
little upset again and that he got quite depressed 
on occasion. He was having episodes of crying, and 
was not cooperating with his treatment. At our 
request the patient was brought to the clinic where 
questioning soon revealed that he had again been 
taking thyroid tablets for about two weeks—2o 
grains three times daily. Examination again re- 
vealed an increase in the dyspnea, considerable 
increase in ankle edema and weight loss to 97 
pounds. Although the patient assured us that he 
would cooperate with treatment and would refrain 
from taking the thyroid it was believed it would 
be dangerous for him to be without supervised 
care for a longer period. He was therefore com- 
mitted to a state hospital. After treatment for 2 
months he was discharged from that hospital as 
improved, with remission from his depression and 
some improvement physically. 


DISCUSSION 


Upon first coming under observation this 
patient impressed us as suffering with psy- 
chosis with Grave's disease, the diagnosis 
being based upon the symptoms of irrita- 
bility, rapid changes of mood, elation quickly 
alternating with depression, rapidity of 
speech and thought, marked excitability and 
vague persecutory delusions combined with 
fearfulness, plus the physical signs of marked 
hyperthyroidism. The underlying manic- 
depressive depression, unknown to us and 
masked by the symptoms due to thyrotoxi- 
cosis, did not become apparent until freedom 
from thyroid excess removed the toxic 
symptomatology. The underlying depression, 
which was essentially the same as the re- 
peated depressions suffered over many years, 
with dearth of ideas, retardation and de- 
creased psychomotor activity then appeared 
in its true light. There was absence of irrita- 
bility with rapid changes of mood. No ela- 
tion appeared and the fearfulness and perse- 
cutory delusions disappeared. We conclude 
then that this tremendous thyroid overdosage 
was sufficient to produce not only the physi- 


cal signs of severe Grave’s disease, but also 
the psychotic picture occasionally seen in 
that disorder. 

Reports of massive thyroid overdosage in 
human subjects have not been found in the 
literature. References to moderate physio- 
logic symptoms resulting from overdosage in 
patients’ self-medication to reduce obesity 
are concerned with relatively small doses (up 
to 5 grains daily). In this case it is concluded 
that the excessive dosage was not destroyed 
in the body or excreted physiologically inert. 
This seems apparent from the change in 
symptoms from the dosage of 80 grains per 
day taken for 6 months to the dosage of 120 
grains per day taken for another 6 months. 
With the increased dosage came the onset 
of cardiac decompensation and the mental 
symptoms referred to, particularly fearful- 
ness, persecutory delusions and rapid mood 
changes. These disappeared within a few 
weeks after the removal of the toxic dosage. 
It is of interest that during the period of 
hospitalization for his psychosis an internist 
called in consultation made an independent 
diagnosis of psychosis with Grave's disease. 


SUMMARY 


A patient suffering with manic-depressive 
psychosis, depressed type, the diagnosis being 
based upon the history of repeated cyclo- 
thymic depressions with typical symptoma- 
tology and complete recoveries with remis- 
sions free from symptoms, attempted during 
a depression to commit suicide so that it 
would be unrecognized as such. Massive, 
prolonged thyroid overdosage extending over 
a period of 14 years resulted in a clinical 
picture of hyperthyroidism indistinguishable 
from typical Grave’s disease. A marked in- 
crease in the overdosage resulted in the 
clinical picture of psychosis with hyperthy- 
roidism. Removal of the drug resulted in 
the remission of symptoms due to thyroid 
toxicity, the clinical picture of a retarded 
depression remaining. Recovery from the 
depression followed a period of several 
months’ hospitalization under psychiatric 
régime. During the acute toxicity the super- 
imposed psychosis sufficiently masked the 
depression that it was not detected. This 
unusual method of attempted suicide pro- 
vided opportunity to study the physiologic 
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effects of massive, prolonged thyroid over- 
dosage—a case of experimental human 
hyperthyroidism. 
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THE AUTOKINETIC TEST: 


ITS VALUE IN PSYCHIATRIC 


DIAGNOSIS AND PROGNOSIS 


PRELIMINARY REPORT 
MARSHALL C. SEXTON, M.D., Co_tumsus, Onto 


The phenomenon of the visual self-move- 
ment of light has been for many years a 
little-known curiosity of the experimental 
psychologist. It consists of an optical illu- 
sion wherein a susceptible individual, placed 
in a blacked-out room and directed to gaze 
steadily at a fixed pinpoint of light, appears 
to see this light move about. Voth(1) made 
use of this phenomenon of visual light auto- 
kinesis when he devised, some years ago, his 
ingenious introversion-extroversion test. He 
has done much careful investigation, the re- 
sults of which are but little known. Indeed, 
few psychologists and fewer psychiatrists 
have even heard of the autokinetic test. 

In general, individuals of introvert per- 
sonality see considerable autokinetic move- 
ment, whereas the extroverts see little or 
none. The individual extent and pattern of 
movement appears to be fixed and constant, 
subject only to certain influences which will 
be discussed later. The author has conducted 
more than five hundred tests on both state 
hospital patients and so-called normal indi- 
viduals, the findings of which completely 
corroborate those of Voth. We have under- 
taken the present investigation for the pur- 
pose of evaluating the autokinetic test’s 
usefulness as an adjunct in the diagnosis and 
prognosis of psychiatric patients, particularly 
schizophrenics. 


Tue Metuop 


Voth’s technic, with certain modifications 
which will be mentioned, has been used. The 
subject is seated at a table in a blacked-out 
room. It is of primary importance that the 
room be utterly dark, for which purpose we 
have made use of the X-ray developing room. 
There should be quiet and good ventilation. 
Ten feet distant from the patient and five 
feet from the floor is placed a 10-watt electric 
lamp shrouded with heavy black paper. The 
ordinary wrapper for unexposed X-ray film 


1 From the Columbus State Hospital. 


serves the purpose admirably. A small pin 
prick is made in the paper, just enough to 
emit a single, tiny ray of light. Upon the 
table is fixed, by means of thumb tacks, a 
circular sheet of paper 60 cms. (24 in.) in 
diameter. The subject holds a pencil with 
its point at the center of the sheet. An elec- 
tric interval timer is used for the test, set 
at ten minutes. 

The patient is given as little instruction as 
possible, consistent with clarity, and any 
form of unnecessary suggestion is carefully 
avoided. He is told to move the pencil as he 
sees the light move, in the same direction and 
for approximately the same distance, thus 
making a chart or graph on the paper of the 
path the light appears to travel. He is asked 
to make a dot whenever the light appears to 
make an appreciable pause or stop. Should 
he see so much movement that his pencil 
runs off the paper he should lift the point, 
return as near the center as he can guess and 
start over. He is then left alone in the room 
during the performance of the test. Most 
patients, even those who are somewhat dis- 
turbed, give surprisingly good cooperation ; 
very few have exhibited any fear of being 
left alone in the dark. 


INTERPRETATION 


The graph of autokinetic movement hav- 
ing been taken, it is necessary to grade and 
classify the result. This Voth does by the 
following formula, the result of which is 
called the autokinetic index: 

LxDCx ME 
(S+1) 
L equals total length of tracing. 
DC equals distance from center. 
ME equals maximum expanse of graph. 
S equals number of stops. 


= Index 


All measurements to be taken in centimeters. 

This formula, it will be seen, takes into 
consideration the ratio between the total 
amount and extent of movement and the 
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number of stops. To the author this seems 
somewhat cumbersome and scarcely neces- 
sary. For all practical purposes of interpre- 
tation—since the primary interest lies in the 
quantity of movement seen—we prefer to 
classify graphs as follows: 

Negative equals zero movement. 

I plus equals small amount. 

2 plus equals moderate amount. 

3 plus equals large amount. 

4 plus equals maximum amount. 


In order to facilitate the estimation of the 
amount of movement by the latter method 
we have been in the habit of drawing circles 


Fic. 1.—Autokinetic graph (reduced) of typical 
case of schizophrenia, catatonic. 4 plus movement. 
This represents the usual pattern seen in cases of 
marked introversion. 


on the graph with radii of 5, 10, 20 and 
30 cm., thus dividing the entire expanse into 
zoning circles labeled 1, 2, 3 and 4 plus from 
within outward. These zones have been 
noted on Figs. 1-3. 

It has already been shown by Voth’s 
voluminous studies and corroborated by our 
own, that the autokinetic test offers a simple, 
objective and accurate means of determining 
introversion-extroversion. In our opinion it 
is much superior to the usual question-answer 
procedure used by psychologists, less subject 
to error and less time consuming. 

From the psychiatric standpoint the intro- 
version-extroversion character of the test is 
maintained and further substantiated by re- 
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sults on state hospital patients. Within the 
limits of the patient's cooperation the amount 
of autokinetic movement he sees appears to 


Fic. 2 
ire 1 following I2 semi weekly electric shock 
treatments. Note the marked reduction (2 plus) 


\utokinetic graph of same case as Fig- 


of movement with retention of similar pattern. 
Marked clinical improvement has been maintained. 


Fic. 3.—Autokinetic graph of case of schizo- 
phrenia, catatonic, which did not improve clinically 
following courses of insulin therapy and electric 
shock. 3 plus movement remained unchanged by 
both forms of treatment. 


be in direct proportion to his withdrawal 
from reality. Thus, in the schizophrenic 
group, the catatonics are prone to see a maxi- 
mum amount of light movement, the hebe- 
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phrenics somewhat less and the paranoids 
least. The last mentioned group, indeed, does 
not at all follow the usual schizophrenic pat- 
tern, just as it does not follow the pattern 
in other psychometric tests. Voth(2) has 
noted this and we are in complete agreement 
with him. Those patients forming the affec- 
tive group, on the other hand, record little or 
no movement. If a patient sees no movement 
today he will see none next week or next 
year; if he sees 4 plus movement today he 
will likewise do so at any given future date. 
The general pattern of the movement, too, 
remains essentially the same during repeated 
tests at either long or short intervals. 


Tue THEORY 


“Uncanny” is the adjective most fre- 
quently used by individuals subjecting them- 
selves for the first time to the autokinetic 
test, providing they happen to see consider- 
able movement. This movement may be 
great or small in expanse, slow or rapid in 
speed, steady or interrupted in progress. If 
susceptible, one sees the light move whether 
standing, sitting or reclining,.and just as 
readily with either eye closed. Many persons 
see far too much apparent movement to be 
explained on a basis of ocular muscle im- 
balance or of slight head movement. Indi- 
viduals with serious defect of muscle balance 
may see no movement at all; conversely, 
persons with 20/20 vision and perfect muscle 
balance may have a 4 plus index. The phe- 
nomenon is not explainable on any basis of 
optical physiology known to us. 

For a reasonable theory to account for 
visual light autokinesis it seems necessary to 
go back to one of the principal and primitive 
needs of the psyche. This is the need for 
constant awareness of one’s orientation in 
space for the fundamental purposes of pro- 
curement of food, detection of the presence 
of enemies and so forth. In a room com- 
pletely dark the individual loses the land- 
marks to which he habitually and uncon- 
sclously refers in order to preserve and 
maintain his orientation in space. Here he 
has but one point of orientation although 
at least three such points are requisite for 
his proper and customary localization. Thus 
there may be a tendency to extend or mul- 
tiply his single point of reference as an 
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orientation device. Doubtless this psychic 
need is more potent and demanding in some 
organisms than in others; hence these will 
appear to see the light more freely in their 
sustained effort at orientation, prolonged 
throughout the entire test period. Our con- 
ception of the autokinetic phenomenon, then, 
is that it is of psychogenic origin and con- 
stitutes an unconscious effort of the organ- 
ism to preserve and maintain its spatial 
orientation. 


CLINICAL APPLICATION 


Autokinetic tests were performed on 50 
state hospital patients whose psychoses were 
of fairly recent origin, who were sufficiently 
cooperative to give reliable tests and who 
had been diagnosed schizophrenia by unani- 
mous vote of our hospital staff. Age limits 
of the group were 16 and 44. There were 21 
males and 29 females. Of the group 20 were 
diagnosed hebephrenic, 18 catatonic, 8 para- 
noid, 2 simple and 2 mixed types. Forty-one 
of the 50 had autokinetic indices of 3 and 
4 plus, 6 had 2 plus, 2 had 1 plus and 1 had 
zero. The 38 patients comprising the hebe- 
phrenic and catatonic groups returned 36 of 
the 3 plus and 4 plus indices. The paranoid 
group showed the greatest variation of the 
series; 5 of the 8 paranoids had 2 plus 
indices, 1 had 3 plus and 2 had 1 plus. This 
is not surprising when one considers that 
their symptoms are frequently atypical when 
compared with other schizophrenics; also 
that in other tests, notably the Rorschach, 
such cases fail to conform to the usual 
schizophrenic patterns. The case showing 
zero movement was originally diagnosed 
acute catatonic excitement. She made a 
rapid, spontaneous recovery and her case 
was subsequently reviewed by the staff and 
the diagnosis changed to manic-depressive 
psychosis, manic type. 

Mention was made earlier that repeated 
observations show little variation in the ex- 
tent and character of the autokinetic tests 
taken on the same individual. This is not 
strictly true. Seventeen of our cases in the 
hebephrenic-catatonic groups, all of whom 
had shown 3 plus and 4 plus autokinetic 
indices, were again tested following courses 
of electric shock therapy, each having had a 
minimum of ten grand mal reactions at semi- 
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weekly intervals. All but 2 of these cases 
showed some degree of clinical improvement. 
The repeat tests on these 2 showed no essen- 
tial alteration in either the extent or pattern 
of the autokinetic graph. The 15 improved 
cases, on the contrary, showed appreciable 
reduction in the amount of movement in 
contrast with the tests taken prior to treat 
ment. In 4 cases the reduction was from 4 
plus to 2 plus and in 8 from 3 plus to 2 plus. 
In Figures I and II may be seen a typical 
case of this group; the reduction in the 
amount of autokinetic movement observed by 
this patient following treatment is at oncé 
apparent. 

If these findings are corroborated by fur- 
ther observations on a larger series of cases 
and by other investigators it would appear 
that the autokinetic test is likely to provide 
a valuable adjunct to psychiatric diagnosis 
and prognosis. Further studies along these 
lines have been planned and are being car 
ried out. 

An interesting sidelight worthy of mention 
is that 7 cases of our series were given Ror- 
schach tests at about the same time as the 
autokinetic tests. In each case there was 
essential agreement. Cases that showed 
prominence of the M factor in the Ror- 
schach, as might be expected, showed maxi- 
mum autokinetic movement. 


autokinetic phe 


306-22, 1941. 


The results of the autokinetic test in such 
small series of cases, we realize, are far 
ive and may well be subject to 
skeptical criticism It is believed, however, 
at a most fruitful field of investigation 
f this simple, objective and easily 
demonstrable test fulfills, even in small part, 
its initial promise, it will provide a most 
valuable addition to the armamentarium of 
the clinical psychiatrist. We can think of 
innumerable adaptations of the test. For 
example, we wish to know and will endeavor 


to find out what influence drugs have on the 
autokinetic pattern; the probable reduction 
of movement to be expected in paretics fol- 
lowing malaria or artificial fever therapy; 


S 


the reactions of the various types of psycho- 
neurotics ; the use of multiple or mass tests, 
as with students or army personnel; in 
children, the relation of the phenomenon to 
behavior problems, stammering, chorea and 
so forth. These are only a few of the poten- 
tialities of the autokinetic test to tempt our 


further investigatiot1 


1. Voth, Albert C. Individual differences in ‘the 
henomenon. J. Exper. Psychol., 29: 


Thid Per nal 


It is 


attentic 


proved 
care of 
whose 1 
nized. 
junctior 
\ sedati 
psychiat 
five vez 
ception. 
The 
either ¢ 
f apon 
and Gi 
morphii 
product 
chiefly 
the drt 
loses p 
‘ertain 
sedative 
such as 
10n an 
when t 
for em 
Ther 
in the 
dicatiot 
phine. 
use of 


mental 


bal 
( 


apomot 
large s 
brugh 1 
We. 
utilized 
the co 
awarer 
been a: 
howevs 
fulnes: 
phine 


Fy 
Albany 
Albany, 


BIBLIOGRAPHY 


Noy. 


such 
far 
ct to 
ver, 
ition 
asily 
part, 
nost 
n of 
< of 
For 
avor 
| the 
‘tion 
fol- 
Apy ; 
cho- 
ests, 
; in 
n to 
and 
ten- 
our 


1 the 


A NOTE ON APOMORPHINE AS A SEDATIVE' 


IST LT. FRED FELDMAN, M.C., A.U.S., SAMUEL SUSSELMAN, M.D., ano 
S. EUGENE BARRERA, M.D. 


It is the purpose of this paper to call 
attention to a drug, apomorphine, which has 
proved itself of noteworthy value in the 
care of disturbed psychiatric patients, but 
whose usefulness seems insufficiently recog- 
nized. Apomorphine, either alone or in con- 
junction with scopolamine, has been used as 
4 sedative for several hundred patients on our 
psychiatric wards over the course of about 
five years, successfully almost without ex- 
ception. 

The standard textbooks of pharmacology 
either omit or only briefly mention the use 
f apomorphine as an hypnotic. Goodman 
and Gilman that “the use of apo- 
morphine is practically restricted to the 
production of Sollman speaks 
chiefly of the emetic and excitant effects of 
the drug, but notes briefly that “smaller 
loses produce prompt hypnotic effects under 
certain conditions.” Cushny mentions its 
sedative effects in small doses in conditions 
such as insomnia, and points out that depres- 
sion and sleep occasionally follow vomiting 
when the drug is used in standard dosages 
for emesis. 


write 


vomiting.” 


There is an equal meagerness of reports 
in the English literature concerning the in- 
dications for, and the efficacy of, apomor- 
As long ago as 1899 Douglas made 
use of the drug in alcoholism and “other 
mental ailments,” reporting his results briefly 


phine. 


,in 1917. Coleman and Polk in 1902 found 


apomorphine valuable in the treatment of a 
large series of acute alcoholics, and Rose- 
brugh in 1908 obtained similar results. 

We recognize that the drug is undoubtedly 
utilized in many medical centers throughout 
the country, and that there has long been 
awareness of its value. We have so often 
been asked the reason for our prescribing it, 
however, that a note to emphasize its use- 
fulness seems warranted. Use of apomor- 
phine was first encouraged in the Albany 

‘From the Dept. of Neurology and Psychiatry, 
Albany Medical College and the Albany Hospital, 
Albany, New York. 


Hospital by our anesthesia department, espe- 
cially Dr. F. A. D. Alexander, who employed 
it in pre- and post-anesthetic sedation. It 
was further observed to induce effective and 
rapid sedation in violent schizophrenic pa- 
tients, and during the past half-decade its use 
has spread to all categories of disturbed 
mentally ill patients. 


PHARMACOLOGY 


Apomorphine is an artificial alkaloid, pro- 
duced by dehydrating morphine through the 
action of mineral acids. Its salient action 
has usually been considered to be that of 
emesis by direct influence on the central vomit- 
ing center. Textbooks of pharmacology have 
stressed the fact that the peculiar narcotic 
effect of morphine sulfate is almost com- 
pletely lost, and that an excitant effect takes 
its place. Large doses may indeed cause 
excitement, convulsions and death by as- 
phyxia, especially in animals which do not 
react by vomiting. 

The hydrochloride is the official U.S.P. 
salt available, consisting of white crystals 
which acquire a greenish tint on exposure 
to light or air. It is soluble in water to the 
extent of one part in 50. 


DosAGE 


Apomorphine may be used alone in the 
dosage of gr. 1/40, or together with scopo- 
lamine gr. 1/100 or gr. 1/150. It is our cus- 
tom to order the drugs combined, but in 
cases of idiosyncratic response to scopolam- 
ine, in the form of excitement, the apomor- 
phine alone is effective. In the dosages 
noted, we have found it safe to repeat ad- 
ministration of the hypodermic within one- 
half hour, and have given as many as eight 
hypodermics over an eight-hour period when 
necessary for control of excitement. The 
effect of the medication is usually noted 
within five minutes, but may be delayed as 
long as 15 minutes. Some patients become 
drowsy rapidly, ask to lie down, and sleep 
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for a period ranging from one-half to two 
or more hours. Others manifest only a 
quieting influence, and cease their overac- 
tivity for an interval of about the same dura- 
tion. The rare patient whose disturbed state 
is not mitigated within one-half hour should 
be given a second hypodermic, and will re- 
spond by sleep or rest. 

An occasional patient will complain of 
nausea within a few minutes after adminis- 
tration of the apomorphine and scopolamine, 
and perhaps 2% or 3° of patients will 
vomit. In almost every case, however, the 
nausea and vomiting will be followed by 
amelioration of the excitement, noisiness 
and overactivity. 


INDICATIONS 


The drugs have been used in both fune- 
tional and organic psychoses. Schizophrenic 
excitement has been subdued readily in scores 
of patients, and manic overactivity is easily 
controlled. The agitation characteristic of 
some involutional depressions responds well, 
and the panic states of acute anxiety will 
yield, although this latter condition is more 
satisfactorily combatted by intravenous 
sodium amytal. Paranoid patients with epi- 
sodes of excitement have been controlled. 

The organic psychoses respond equally 
well. The agitation of delirium tremens 
subsides usually with one hypodermic, and 
the excited reactions to visual hallucinations 
displayed in bromism may be abated. The 
violent disturbed states of some seniles and 
general paretics are readily relieved. Other 
toxic psychoses have been treated—includ- 
ing post-operative dnd post-partum excite- 
ment, the crises of acute hyperthyroidism, 
and idiosyncratic reactions (in the form 
of confusion) to the barbiturates. 

Other organic states requiring sedation 
have proved susceptible to apomorphine and 
scopolamine. The restlessness and confusion 
of patients with brain tumors, cerebro- 
vascular accidents, subarachnoid hemor- 
rhages, Friedrich’s ataxia, meningitis, uremia 
and severe fractures have been controlled. 
Moreover, the ceaseless activity of Syden- 
ham’s chorea has been lessened significantly 
by the usual dosages of the drugs. 

The agitation of a definite proportion of 
patients during recovery from electro shock 


treatment may be quickly counteracted by a 
hypodermic when the patient’s overactivity 
makes intravenous injection of barbiturates 


difficult. The period of recovery from in- 


sulin coma may be marked by restlessness 
nd disturbance which apomorphine combats, 


This disturbance may become extreme in the 
case of prolonged coma, where sometimes 
as many as six nurses may be needed to 
control the incessant agitation, which may 


persist for hours if sedati 


We have used apomorphine and scopolam- 


n is not given. 


ine satisfactorily in this complication of 


| st controlled by in- 
travenous barbiturates, but the excitement 


f the so-called epileptic equivalents may 
vield to apomorphine and scopolamine. Post- 
traumatic excitement has been readily con- 
rolle 
NTRAI MICA ONS 


The contra-indications to the use of these 
drugs include, cardinally, respiratory depres- 
sion, such as is found in patients who have 
attempted suicide by barbiturate ingestion, 
and whose medullary depression is accom- 
panied by agitation. Age is not to be con- 

] 


sidered an obstacle, since we have given the 


drugs to childre 13 and to seniles as 
old is QO 
COMPLICATIONS 

(he complications include the rare case 
vhich does not respond by sleep, but whic 
wl not r l by sl but which 
may, on the other hand, show augmented 
excitement. This reaction seems to be due 


to the scopolamine, which should therefore 
be omitted from subsequent hypodermics. A 
second complication is nausea and vomiting, 
which are not severe, and which are followed 
by the usual abatement of excitement. We 
have not observed the complication of a too 
deep depression from a single hypodermic, 
or from repeated administration within one- 
half hour when indicated. It has in no case 
been necessary to use analeptics to counter- 
act depression—such as is occasionally re- 
quired when intravenous barbiturates are 
used for sedation. The danger of using an 
old solution of apomorphine has been men- 
tioned in one case in the German literature 
(Seuffer 1921). The solution in this case 
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was several weeks old, whereas it is our 
procedure to make up each dose of the drug 
fresh. 

SUMMAR\ 

This note stresses the value of apomorphine 
as a sedative in the agitation and excitement 
accompanying certain psychiatric illnesses. 
The dosages, indications, contraindications 
and complications are discussed. 
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DIAGNOSIS AND CLASSIFICATION: A DISTINCTION 


MAJOR MAX LEVIN 
Medical Corps, Army of the United States 


Current mental hospital practice in regard 
to diagnosis and classification differs in an 
important respect from that of general hos- 
pitals, and it is the object of this paper to 
call attention to the difference and to report 
an instance in which it assumed some legal 
importance. 

The question at issue is whether a patient 
with two or more diseases should be placed 
in just one diagnostic category. In most 
mental hospitals such a patient is given only 
one diagnosis; in general hospitals he is 
given as many as he has diseases. For ex- 
ample, a man with pneumonia and pneu- 
mococcic meningitis is given two diagnoses, 
not just one. If his case were indexed merely 
under pneumonia, someone looking through 
the hospital files for cases of meningitis 
would fail to pick his case up. The logic 
of this procedure is invincible, yet mental 
hospitals, speaking generally, have failed to 
heed it. 

A convenient and common example is the 
case of a woman who, because of a psycho- 
neurosis, takes large amounts of bromide 
and is admitted to a mental hospital in a 
bromide delirium. At hospital staff meetings 
it has been observed over and over again in 
such cases that while everyone agreed the 
the patient had a bromide delirium, it was 
debated whether officially to label the case 
as psychoneurosis rather than drug psycho- 
sis, on the ground that it was a psycho- 
neurosis that caused her to take bromide 
and thereby to become psychotic. Indeed, 
this attitude is supported by the “Statistical 
Manual for the Use of Hospitals for Mental 
Diseases,” sponsored by the Committee on 
Statistics of The American Psychiatric As- 
sociation, which says, in remarks on drug 
psychoses: “Cases developing a toxic re- 
action from the use of drugs in the treat- 
ment of another form of psychosis should 
be reported according to the primary psy- 
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chosis and not as drug psychoses.”’' But 
this is like saying that if a man taking amido- 
pyrine for toothache developes agranulocytic 
angina, his case should be recorded simply 
as toothache. 

The logical thing to say is that the patient 
has two conditions, a psychoneurosis and a 
superimposed bromide delirium. Why is this 
not done? Perhaps it is because hospital 
statisticians seem to want the total in the 
annual tabulation of diagnoses to tally with 
the number of admissions (as if ten patients 
could not have twenty or thirty diseases). 
As a result, most statistics give an incom- 
plete picture and are useless for certain 
types of study. Thus an investigator looking 
through annual hospital reports to ascertain 
the frequency of drug psychoses would be 
wasting his time, for some or all of the cases 
he would be looking for might be hidden 
under the label of psychoneurosis, or manic- 
depressive psychosis, or whatever it was that 
prompted the medication. 

The Federal Trade Commission is pro- 
ceeding against the manufacturers of patent 
medicines containing bromide for not warn- 
ing the public adequately of the dangers of 
this drug. At hearings now in progress it 
appears to be the aim of attorneys for the 
manufacturers to minimize the frequency of 
bromide psychoses. Hospital case records 
having been introduced in evidence (with 
due regard for the anonymity of the patients, 
of course), the attorneys have in some in- 
stances made capital of the fact that the 
minutes of staff meetings seem to reveal a 
disagreement of doctors, since some physi- 
cians are recorded as having expressed the 
opinion that the diagnosis is psychoneuro- 

1 Statistical manual for the use of hospitals ior 
mental diseases. National Committee for Mental 
Hygiene, New York City. Tenth edition, 1942, 
p. 20. 


1945 


sis. 
clain 
be 
in q 
chor 
sory 
a st 
pati 
labe 
the 
play 
son 

cont 
on 1 
No 
of a 
mis! 
in 
rem 
thet 

S 
dra’ 
clas 
enu 
tien 


d 


But 
mido- 
ocytic 
imply 


atient 
and a 
is this 
spital 
n the 
with 
tients 
ases ). 
ncom- 
ertain 
oking 
ertain 
ild be 
cases 
lidden 
nanic- 
that 


pro- 
patent 
warn- 
ers of 
‘ess it 
yr the 
ney of 
ecords 
( with 
tients, 
ne in- 
it the 
veal a 
physi- 
the 
1euro- 


als ior 
Mental 
» 1942, 


1945] 


MAX LEVIN 407 


sis. With not a little disingenuousness the 
claim is made that such an opinion must 
be construed to mean that the physicians 
in question believed the patient had a psy- 
choneurosis and nothing else. Thus an illu- 
sory difference of opinion—illusory because 
a staff physician might fully agree that the 
patient had a bromide delirium yet might 
label the case otherwise in compliance with 
the instructions in the Statistical Manual— 
plays into the hands of those who have rea- 
son to obscure the issue. 

That the instructions in the Manual can 
contribute to such a result is no reflection 
on its sponsors, the Committee on Statistics. 
No committee formulating a classification 
of anything can foresee every possibility of 
mishap, even when its policies are followed 
in good faith. But the situation calls for 
remedy, and the following suggestion is 
therefore made. 

Staff physicians may with perfect propriety 
draw a distinction between diagnosis and 
classification. Under the former one may 
enumerate all the disorders which the pa- 
tient has, however great their number. Under 


the latter one may designate that disorder 
which seems most suitable for the purpose 
of the annual statistics. As an example, a 
physician might offer the following opinion : 
“As to diagnosis, I think the patient has 
three conditions. First, she has borderline 
mental deficiency, as shown by the fact that 
she did not do well in school and has shown 
other evidence of inferior mentality. Sec- 
ond, she has a psychoneurosis of the neuras- 
thenic type; there is a history of undue 
fatigue and of somatic symptoms of a func- 
tional nature for several years. Third, she 
has a bromide delirium; which, as the history 
shows, began ten days before admission and 
about two months after she had started to 
take bromide. As to classification, I think 
it would be best to place her in the category 
of ‘psychoses due to a drug or other exogen- 
ous poison (bromide delirium).’ ” 

Opinions expressed in this manner do 
justice to the plural character of many sick- 
nesses. Moreover, the adoption of a point of 
view deeply ingrained in all other branches 
of medicine could not fail to be of advantage 
to psychiatry. 
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DISCUSSION OF DR. BASSOE’S ARTICLE, “SPAIN AS THE CRADLE 
OF PSYCHIATRY”? 
FRANZ ALEXANDER, M.D., Cuicaco, ILL. 


In this most interesting, scholarly essay,' 
Dr. Bassoe has come to a convincing con- 
clusion concerning the claim expressed by 
several authors that Spain and not France 
should be considered the cradle of modern 
psychiatry. By a critical study of historical 
sources, he has confirmed the fact that the 
humanization of the treatment of psychotics 
started earlier in Spain than in other Euro- 
pean countries, and Pinel, by removing the 
chains from the insane, only repeated what 
more than 300 years before has been accom- 
plished in Spain. On the other hand, to- 
gether with other cultural achievements of 
Spain, this progressive attitude towards the 
mentally sick as well as some valid descrip- 
tions of psychotic conditions, became lost 
for the rest of Europe, and only after their 
rediscovery in other countries did they exert 
an influence upon the development of psy- 
chiatric thought. A glance upon the general 
contours of European history furnishes the 
answer to the question as to why early at- 
tainments of Spanish culture did not further 
develop in Spain itself and could exert influ- 
ence upon the shaping of European destiny 
only after they were transplanted to other 
countries. 

From the 11th century until the death of 
Philip II, Spain was one of the focal points 
of European development. During these 
centuries, she was the standard bearer of 
Christianity against Mohammedan expan- 
sion. With the victory of Lepanto, Philip I] 
conclusively sealed the destiny of Islam in 
western Europe. At the same time, Spain 
became the moving spirit of the counter- 
reformation. In its fanatical defense, she be- 
came the leading European power and the 
militant church in combining feudal romantic 
chivalry with fanatic Catholic devotion, be- 
came a gradiose historical force. 

Spain in the 16th century was the most 
powerful remaining citadel of medizval 

1 Delivered before The Illinois Psychiatric So- 


ciety on March I, 1945. 
2Am. J. Psychiat. ror: 
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Catholicism in Europe and gave to its spirit 
in the persons of Loyola, Philip IT, Saint 
Therese, El Greco and Cervantes everlasting 
expression. In the counter-reformation, led 
by Spain, medizvalism made a last and 
tragic dying effort to stem the tide of the 
new era. Eventually, the spirit of romantic 
chivalry, mysticism, faith and passionate de- 
votion had to \ ield to the victorious on- 
slaught of modern rationalism. The spec- 
tacular rise and rapid downfall of Spanish 
hegemony over Europe belong to the most 
dramatic periods of history. Spain owes 
much of her greatness but also her downfall 
to her leadership in the counter-reformation. 
Her economic, political and spiritual disin- 
tegration began already under Philip II's 
reign and reached rapid completion under 
his two successors. 

Historians of the 19th century often speak 
of the isolation of Spain within Europe. 
Ullersperger—one of Dr. Bassoe’s sources 
quotes a French historian saying that “Spain 
is the least known of all countries of Europe; 
some islands of Oceania are better and more 
completed explored.” ? These historians ob- 
viously refer to Spain after the 17th century. 
Sic transit gloria mundi! Spain which in the 
16th century made such a deep imprint upon 
European customs, social forms, dressing, 
and also spiritual outlook, soon became the 
forgotten man of Europe together with 
many of her cultural contributions. Early 
achievements in psychiatric practice and 
knowledge are only one of the many trea- 
sures buried under the ruins of modern 
Spain. 

Spain’s tragedy was that at the dawn of 
the modern era, unlike England, she failed 
to ride the “wave of the future.” Asa result, 
the first country to benefit from colonial ex- 
pansion—which itself was the fruit of the 
adventurous awakening spirit of the Renais- 
sance—she was also the first of the new 
national states to lose her influence in the 


- Translated by the author 
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European concert of powers. The hidalgo 
with his adventurous inclinations was pos- 
sibly an able conqueror, but with his anach- 
ronistic ideology, he was certainly not as 
well prepared to become a successful col- 
onizer as the Dutch or British trader. The 
genius of Spain was not in this field. Cer- 
vantes, himself, on the basis of his pitiful 
record as a public administrator was unable 
to obtain a governmental job in the Spanish 
colonies and thus was forced to continue his 
unsuccessful efforts to earn his living from 
writing. While Spain’s early psychiatric 
achievements, in the technical sense, were 
lost, to be excavated 500 years later as curi- 
osities by modern medical historians, Cer- 
vantes’ contribution to the knowledge of 
man’s nature survived in a most dynamic 
fashion. Don Quixote’s singular appeal to 
the young and old of all nations through 300 
years has been the topic of innumerable pub- 
lications, only equaled by those about Ham- 
let, sharing with the latter the first place as 
the most profound portrayal of the universal 
conflicts of man. A short discussion cannot 
do justice to this masterpiece, the first psy- 
chological novel of literature, but I should 
like to call attention to a few outstanding 
points. 

It is customary to consider the story of 
Don Quixote as a masterful parody of con- 
temporary Spanish society, particularly of the 
deterioriating hidalgo, the exponent of the 
small nobility who no longer had a place in 
changing society and lived a shadow exis- 
tence on the memories of past glory. Cer- 
vantes’ father, Rodriquez, was a typical case, 
constantly fighting against his creditors by 
insisting upon the privilege of a hidalgo, not 
to be jailed for failing to pay his debts. Cer- 
vantes, himself, fought against the Moham- 
medans in the service of the king and lost 
the use of his left hand from wounds re- 
ceived in the battle of Lepanto. In literary 
criticism, just as in every other field, there 
are the so-called “realists” who can see only 
the obvious and are insensitive to those over- 
tones which make the difference between 
ordinary literary production and a master- 
piece. It is, of course, obvious that Don 
Quixote’s tragicomedy is the symbolization 
of the dying Spanish culture in the 16th 
century. The perceptive eyes of the great 


writer foresaw in a sense the fate of a nation 
which like its grandiose exponent, Don 
Quixote de la Mancha, turned his face to- 
wards the past and in vain tried to keep alive 
the feudal ideology of romantic chivalry and 
militant religion which no matter how noble 
and inspiring, were doomed and had to yield 
their place to the new realistic orientation. 
However, the story of Don Quixote is more 
than contemporary satire. It is no secret 
with whom Cervantes’ heart is; all his sym- 
pathy is with Don Quixote, the foolish 
knight, who in spite of all his insanity, be- 
comes the martyr of his idealism and the 
symbol of the higher strivings of man, while 
reason is represented by the faithful but so 
utterly banal Sancho Panza. However, rea- 
son survives and Don Quixote dies and we 
all feel sad and poorer after his departure. 
This universal effect upon all readers shows 
that the tragedy of Don Quixote is not 
merely the local, time and space bound, 
tragedy of Spain, but that of all man. Turn- 
ing away from frustrating and drab reality 
by regressing to the colorful imagery of the 
past is a fundamental psychodynamic prin- 
ciple. This regressive trend in different de- 
grees is present in every healthy or sick 
person. Psychotic symptoms do not follow 
psychological principles different from nor- 
mal processes. There is no special physiol- 
ogy for healthy or pathological processes of 
the body, and similarly there are no two 
kinds of psychology, one valid for the 
healthy, one for the neurotic and psychotic 
mind. The basic principles are the same in 
psychology and psychopathology. It is no 
accident that a Spaniard of the 16th century 
was the first to make the escape from the 
unbearable present into imagery of the past 
the central theme of a novel, and to under- 
stand the paramount significance of regres- 
sion in psychosis. Shakespeare and Cer- 
vantes died in the same year. Both anticipated 
science by 300 years in bringing nearer 
to our understanding the baffling irration- 
ality of the disturbed mind. Shakespeare 
succeeded in awaking our compassion for 
the compulsive doubter whose scruples and 
indecision provoke in the ordinary man—and 
even in the physician—nothing but impa- 
tience and irritation. Cervantes’ achievement 
from the psychiatric point of view is even 
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greater; he succeeded in awaking our sym- 
pathy and empathy for the raving paranoiac 
by his instinctive understanding of his psy- 
chosis as a regressive retreat from reality 
into phantasy. lor the psychiatrist, it is of 
special interest to note that Don Quixote and 
Sancho Panza are like Don Juan and Lepo- 
rello, complementary figures, personifying 
the two aspects of one and the same person. 
Most psychotics, apart from their autistic 
attitude retain a certain amount of practical 
sense, which enables them to move around 
in the world. They live a double existence, 
retaining a tenuous practical relationship to 
the world, overshadowed by the self-created 
world of phantasy. Sancho Panza is the per- 
sonification of the subordinated reason, help- 
ing his master by taking care of his practical 
needs, to live by his folly. Only together, in 
their fascinating symbiosis, do Don Quixote 
and Sancho Panza—really one person—give 
a faithful picture of the paranoiac. 

In a sense psychosis and psychoneurosis 
are the most human of all diseases. [Every 
animal can have stomach or heart trouble 
but only in extremely rudimentary form, a 
neurosis or psychosis. Phantasy, the faculty 
of imagining, is the basis of thinking which 
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THE CRADLE OF PSYCHIATRY” | Nov. 
enables man to master his environment bet- 
ter than any other living organism. In psy- 
chosis this faculty is abused, not for master- 
ing but for escaping from the reality which 
has overpowered the mentally sick. Perhaps 
this is the main but hidden reason why we 
cannot forgive the psychotic. Because he 
abuses the most distinctive faculty of man, 
we have stigmatized him for centuries. Cer- 
vantes made a good case, in fact, the best 
possible case for the psychotic demonstrating 
so effectively the extenuating circumstances 
in his favor. The ideals and principles of 
Don Quixote were lofty indeed, and, in a 
way, we cannot help admiring his tenacity in 
trying to live up to them. We regret that 
life does not allow him to live the exemplary 
life of a knight errant. It is difficult to laugh 
at and despise him—the most we can say is 


that he was not for this world was too 


eood for it. Is this not true also for many 
of our patients? Understanding the psy- 
chotic is the way of overcoming the stigma 
mental disease. TVerhaps it is not a coin- 
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AWARDS AND CITATIONS 


Following is a list of awards and citations 
received by neuropsychiatrists in the Army 
of the United States during World War II. 
It indicates the excellent work of these medi- 
cal officers and the significant part played 
by psychiatry in war medicine. 


This list is considered incomplete. It will 
be appreciated if neuropsychiatrists not men- 
tioned herein who have received citations 
or awards will report the same to the Divi- 
sion of Neuropsychiatry, Surgeon General’s 
Office, Washington, D.C. 


1. Cotonet Lioyp J. THompson, Medical Corps, 
United States Army, Office of the Chief Surgeon, 
European Theater of Operations. THE LEGION OF 
Merit. “For exceptionally meritorious conduct in 
the performance of outstanding service as Senior 
Consultant in Psychiatry, Office of the Chief Sur- 
geon, European Theater of Operations, from 5 
August 1942 to 24 May 1945. Colonel Thompson 
consolidated the experiences of the British and 
Canadian Armies, together with that of the Ameri- 
can Forces in the Mediterranean Theater, and from 
this foundation built a superior Neuropsychiatric 
Service. Under his close supervision, hospitals for 
the care of neuropsychiatric casualties were de- 
veloped in the United Kingdom and on the Euro- 
pean continent. With due consideration for the 
prevention of neuropsychiatric casualties under 
combat conditions, he organized instruction for di- 
visional medical officers and psychiatrists and 
guided the indoctrination of line officers of the 
First United States Army in the recognition of the 
early signs of combat exhaustion and its prevention. 
Entered military service from Connecticut.” 

2. LIEUTENANT CoLonEL R. RopertT COHEN, 
Medical Corps, United States Army. LEGION oF 
Merit. “For exceptionally meritorious conduct in 
the performance of outstanding services from May 
1943 to August 1944 at the Army Service Forces 
Training Center (Ordnance), Aberdeen Proving 
Ground, Maryland. During that period Lieutenant 
Colonel Cohen by his untiring efforts, initiative and 
superior intelligence developed a unique and orig- 
inal training program in the field of psychiatry 
to speed up the mental and emotional transition of 
enlisted men from civilians into soldiers. The pro- 
gram he evolved and put into operation in all the 
Ordnance Training Centers was done entirely out- 
side normal duty functions, and has resulted in 
better morale, a reduction in sick call and hospitali- 
zation, a saving of training time, and the creation 
of a greater number of well balanced soldiers. 
Lieutenant Colonel Cohen’s ingenuity, tremendous 
drive, and understanding of human nature have 
been vital factors in the production of excellent 
ordnance soldiers, and his work is contributing 
materially to the success of the war effort.” 

3. Mayor JosepH W. Jounson, Jr, Medical 
Corps, 300th General Hospital. Lecron oF Merit. 
“For exceptionally meritorious conduct in the per- 
formance of outstanding service in Italy from 
March 1, 1944, to May 8, 1945. As chief of the 


Neuropsychiatric Service, 300th General Hospital, 
Major Johnson organized and personally trained 
junior officers and enlisted technicians in the care of 
psychiatric patients. His personal attention, de- 
votion to duty and untiring efforts resulted in the 
patients’ return to general duty rather than evacua- 
tion to the Zone of the Interior. As neurologist, he 
established a center for the treatment of infectious 
polyneuritis, which stimulated the interest of the 
medical department and led to the publication of 
an article dealing with its recognition, cause and 
treatment. Major Johnson’s professional knowledge 
and untiring interest enabled him to render an un- 
usually valuable contribution to the Medical Corps 
of the Army of the United States.” 

4. Major ArtHur L. Burks, Medical Corps 
28th Infantry Division. THe Bronze STAR MEDAL. 
“For meritorious service from 24 July 1944 to 29 
March 1945, in connection with military operations 
against the enemy in France, Belgium, Luxembourg 
and Germany. Major Burks displayed outstanding 
professional ability while serving as the Division 
Neuropsychiatrist during the above period. His 
cheerfulness, sound judgment and intense energy 
have manifested themselves in the exceptional man- 
ner in which he has performed his duties. Major 
Burks, at the time of the difficult initial thrusts into 
the Siegfried defenses, reorganized and assumed re- 
sponsibility for the Rest Center for medical care of 
combat exhaustion cases and through his capable 
supervision, increased the percentage of men re- 
turning to duty from 8% to 40%. His accomplish- 
ments: greatly contributed to maintaining combat 
strength of the Division and reflect great credit on 
Major Burks and the Armed Forces of the United 
States. Entered military service from Oklahoma.” 

3. Mayor Carvin S. Drayer, Medical Corps, 
Headquarters, Fifth Army. Bronze Star MEDAL. 
“For meritorious services in support of combat 
operations from 26 July 1944 to 2 May 1945 in 
Italy. During this period Major Drayer served as 
Fifth Army consultant in Neuropsychiatry. His 
professional ability contributed to a marked de- 
crease in the proportion of men permanently lost 
to duty by reason of neuropsychiatric illness. As 
a result of this success, many more men were able 
to return to duty. Major Drayer sponsored the 


division rest and rehabilitation centers, which . 


proved of infinite value in keeping minor nerve 
cases within division areas for full treatment and 
speedy return to duty. He also devised a screening 
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system whereby potentially unfit men were never 
allowed to face the rigors of combat. By his untir- 
ing work and interest, Major Drayer has saved 
countless lives. His actions reflect highest credit 
upon the Medical Corps of the United States Army. 
Entered military service from Drexel Hill, 
Pennsylvania.” 

6. Mayor ALBert Jutius Grass, Medical Corps, 
85th Infantry Division. BronzE Star MeEDALt. 
“For meritorious service in combat during the 
period 15 September 1944 to 2 May 1945, in Italy. 
As Division Psychiatrist during this period, Major 
Glass contributed a valuable service to the Division 
by establishing a Division Rehabilitation Center to 
examine and treat individuals suffering from psy- 
choneurosis and exhaustion. By his ability to dif- 
ferentiate between those individuals suffering from 
mental illness and those who were merely physically 
exhausted, he was able to salvage many soldiers and 
conserve fighting strength. He made valuable rec- 
ommendations to unit commanders and unit sur- 
geons in preventing and treating exhaustion cases. 
3y examining and diagnosing all individuals to be 
tried by court martial, he accurately determined 
whether the soldier was suffering from a mental 
illness thereby insuring that justice was imparted. 
Major Glass’ keen technical ability and outstanding 
performance of duty has contributed valuable ser- 
vice to conserving manpower in the Division, and 
reflects great credit upon himself and the military 
service. Entered the military service from Balti- 
more, Maryland.” 

7. Mayor Leon N. Go_pENSoHN, Medical Corps, 
63rd Infantry Division. THe Bronze Star MEDAL. 
“For meritorious service from 4 February 1945 to 
30 April 1945, in France and Germany. As Divi- 
sion Neuropsychiatrist, Major Goldensohn was re- 
sponsible for caring for neuropsychiatric casualties 
and thereby limiting the evacuation of casualties 
past the Division Clearing Station, which aided 
materially in the conservation of manpower. Due 
to his unceasing devotion to duty and untiring 
efforts, this assignment was accomplished in a 
superior manner. The outstanding ability of Major 
Goldensohn and his high degree of professional 
knowledge, coupled with his energy and loyalty, 
reflect great credit upon himself and the Armed 
Forces of the United States. Entered military ser- 
vice from Washington, D. C.” 

8. CapTAIn Peter A. Martin, Medical Corps, 
104th Infantry Division. Bronze Star MEDAL. 
“For meritorious service in connection with mili- 
tary operations in Belgium, Holland, and Germany 
from 23 October 1944 and 8 May 1945. As Divi- 
sion Psychiatrist, Captain Martin worked untir- 
ingly to save many men for combat duty who 
otherwise would have been lost to the Division. 
Keeping constant contact with the front by fre- 
quent visits to all forward medical installations, 
he maintained a personal knowledge of the changing 
battle conditions which contributed to the battle 
exhaustion of the men. This necessitated frequent 
travel over roads that were under enemy obser- 

‘vation and shell fire. Captain Martin’s untiring 
efforts, over and above the call of duty, contributed 
greatly to the successful treatment of an extremely 
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9. Mayor MaAskin, Medical Corps, 4th 
Infantry Division. Bronze Star Menar. “For 
meritorious service in connection with military 
operations inst an enemy of the United States 
in France 6 June 1944 to 15 September 1944. 
Entered t filitary Service from New York.” 

10. May MERRILL Moore, Medical Corps. 
Bronze Star MepaAL. “For meritorious achieve- 
nent in connection with military operations against 
the enemy at Bougainville, S n Islands. from 
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13. Mayor Epwarp S. TAuser, Medical Corps, 
io2nd Infantry Division. Bronze Star MEDAL. 
“For meritorious service in Holland and Germany 
from 4 November 1944 to 3 March 10945, in con- 
nection with military operations against the enemy. 
Major Tauber planned and supervised the neuro- 
psychiatric service of his Division with such out- 
standing skill and good judgment that efficient care 
and treatment were rendered. Often without proper 
rest, he afforded each patient his personal attention 
and returned an unusually large number of men to 
duty, thereby materially contributing to the success 
of his organization. Entered military service from 
New York.” 

14. Mayor Lewis THorne, Medical Corps, 1oth 
Mountain Division. Bronze Star Mepat. “For 
meritorious service in support of combat operations 
during the period 1 February 1945 to 1 May 1945, 
in the Apennine Mountains and Po Valley, Italy. 
During the time the 1oth Mountain Division was in 
combat, Major Thorne, division neuropsychiatrist, 
established and supervised a division fitness center. 
Here, individuals suffering from exhaustion and 
moderate medical and surgical disturbances were 
rehabilitated for early return to combat. Through 
his skillful and devoted efforts, many soldiers who 
might have been evacuated to rear hospitals were 
kept in the division area, restored to fitness, and 
able to return to duty in the shortest possible time. 
In all, more than four hundred and fifty patients 
were returned to duty during this period, through 
his experienced and intelligent work. Major Thorne 
has truly earned the highest commendation and 
praise for his valuable achievements. Entered the 
military service from Atlanta, Georgia.” 

15. Mayor IsaporeE Tuerk, Medical Corps, 80th 
Infantry Division. Bronze Star Mepart. “For 
meritorious service in France during the period 6 
August 1944, to 15 December 1944, in connection 
with military operations against an enemy of the 
United States. During the period 6 August 1944, 
to 15 December 1944, Major Tuerk has distin- 
guished himself in his duties as Division Neuro- 
psychiatrist with an Infantry Division. He has 
exhibited sagacity, superior judgment, extraordi- 
nary tact, and outstanding initiative in the ful- 


fillment of the difficult tasks incumbent upon him 
under the trying combat conditions co-existent 
with the advance of the Division from the west 
coast of France to the border of Germany. The 
efficiency, tireless energy, and sincere devotion to 
duty demonstrated by Major Tuerk reflects great 
credit upon himself and the Armed Forces of the 
United States.” 

16. First LIEUTENANT Davin G. Wricut, (a) 
Medical Officer, Hq., VIII Bomber Command, 
Army Air Forces, United States Army. AIR 
Mepav. “For meritorious achievement while serv- 
ing as Observer on a B-17 airplane on a bombard- 
ment mission over enemy occupied Europe, 17 May 
1943. After completion of the bombing run the 
airplane was fiercely attacked by a large force of 
enemy fighter planes.’ During the ensuing fight 
three members of the crew were seriously wounded 
and another lost consciousness due to the severance 
of his oxygen supply line. After skillfully giving 
first-aid to the three wounded men, Lieutenant 
Wright began to administer artificial respiration to 
the Radio Operator who was almost dead from 
lack of oxygen. After receiving a fresh supply of 
oxygen, Lieutenant Wright continued to work over 
the stricken man until he was fully restored to life. 
The actions of Lieutenant Wright on this occasion 
were directly responsible for the saving the lives of 
others and reflect the highest credit upon himself 
and the Armed Forces of the United States.” (b) 
Medical Offier, 366th Bombardment Squadron, 
Army Air Forces. Purrte Heart. “For wound 
received in action against an enemy of the United 
States, 17 May 1943, while serving as Observer on 
a B-17 airplane on a combat mission over enemy 
occupied Continental Europe.” (c) Eighth Air 
Force Provisional Field Medical Service School, 
Army Air Forces. OAK LEAF CLusTER. “For ex- 
ceptionally meritorious achievement, while partic- 
ipating in five separate bomber combat missions 
over enemy occupied Continenal Europe. The cour- 
age, coolness and skill displayed by these Officers 
and Enlisted Men upon these occasions reflect great 
credit upon themselves and the Armed Forces of the 
United States. Entered military service from 
Pennsylvania.” 
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THE PSYCHIATRY-ANTHROPOLOGY 


I'ditor, AMERICAN JOURNAL OF PSYCHIATRY : 
Because Professor Lowie is an 
eminent anthropologist whose statements are 
likely to be taken as authoritative by mem- 
bers of another profession and because the 
matters he touches upon in his review (vol. 
102, pp. 139-140) transcend the vanity of 
authorship and affect issues of real interest 
in the history of science, I cannot allow my 
silence to be interpreted as acceptance of 
his strictures. 

Dr. Lowie states that my chapter “The 
Influence of Psychiatry on Anthropology”’ in 
One Hundred Years of American Psychiatry 
“is marred by several inaccuracies and dis- 
plays a propagandist’s one-sidedness.” The 
second assertion is patently a matter of 
opinion, and Dr. Lowie is certainly entitled 
to make public his own judgment. ‘Several 
inaccuracies,’ however, suggests questions of 
fact rather than opinion. But in only one 
particular does he substantiate the charge 
of “inaccuracy.” It is true that there is 
one tiny reference to psychoanalysis in his 
1915 paper, and so I overstated the case in 
saying there was not “a single allusion.” 
But a casual mention of Freudian wish- 
fulfilment in no sense invalidates my generai 
proposition. 

Let me comment upon his other accusa- 
tions seriatim: 

1. I was, of course, aware that the anthro- 
pologists he mentions had “‘devoted consider- 
able time to the study of psychology.” | 
cite a number of the relevant papers in this 
chapter, and I have elsewhere cited the 
critique of Wundt by Haeberlin to which 
Lowie refers. But my point was precisely 
that, although American anthropologists 
knew something about psychology, they— 
with exceptions I cited—ostentatiously re- 
fused to incorporate psychological theories 
with anthropological theories. 

2. My “singling out of the concept of the 
‘sentiment’ as virtually the only one taken 
over from psychology by the older anthropol- 
ogists”” may be “odd,” though I had thought 
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SIR: 


RELATIONSHIP 


anthro- 
Certainly this judgment 
did not originate with me. Malinowski and 

have both made this state- 
in print, and I have heard at least a 


score of others make the identical observation 


it a commonplace of contemporary 


pological discussio1 
Radcliffe-Brown 
men 


orally. 


or agree with it 

3. Surely the principle of individual vari- 
ability came into American anthropology 
primarily f 


rather 


from biology (through Boas) 


than from psychol 


LOg 


1. Professor Lowie says “Again, he makes 


much of the fact that my ‘“lrimitive Re- 
ligion (1924) mentions neither Freud, 
psychoanalysis nor psychiatry. The stricture 
reveals the strange dogma that content 
counts only if cony ti i ibeled.’ Not 


Lowie’s book was purely 
retical presenta- 
tion without critiques of other tl 


theorists of 
primitive religion would his inference be 
justified. But he does treat Durkheim, 
Marett and others by name in some detail. 
Why, then, does he fail to make any explicit 
had 


written voluminously on the same topics ? 


1 
pss choanalvsts 


reference to the who 

5. As for “fantastic 
two fugitive publications 
Edward Sapir,” 


overestimations of 
[sic] by the late 
remarks need to 
be made. First, Professor Leslie Spier (who 


several 


in general is much closer to Lowie’s views 
than to mine) thought these “fugitive publi- 
cations” significant that after 
Sapir’s death he had them mimeographed 
and gave them a wide distribution. 


enough so 


Second, 
if we may judge at all of an article’s influence 
by the number of citations it evokes, there 
can be no doubt at all that these two papers 
had unusual importance in psychology and 
psychiatry as well as in anthropology 
Finally, Lowie lists three persons who were 
stimulated by Boas to “study the attitude 
of primitive artists toward their traditional 
norms’ and clearly implies that Sapir’s 
efforts in the personality and culture field 
began and ended in talk. But it is easy to 
give a much longer list of those instigated 
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by Sapir to go out and do highly productive 
field research along the lines sketched in 
these two papers: Dyk, Beaglehole, Dennis, 
Mandelbaum, Dollard, Kluckhohn, and many 
others. A number of these have made it 
plain in print that these two papers stimu- 
lated them or constituted statements of their 
conceptual starting points.* 

6. Professor Lowie suggests that one 
statement of mine (p. 596) applies to older 
American anthropologists in general. The 
text makes it altogether plain that “deep- 
seated, unconscious factors” refers only to a 
single individual (Kroeber) for in the same 
sentence I raise the question as to whether 
Kroeber’s avoidance was due to such factors 
or to “submission to an occupational psy- 
chosis of his profession.” 

7. Yes, dreams, etc., had been collected 
before any “impact of psychiatry” but my 
contention is that they were collected less 
systematically and frequently, that the psy- 
chological context was almost never given, 
that they were collected as isolated and un- 
related bits of information, that they were 
never analyzed with any sophistication. 

Very probably this detailed reply is un- 
necessary for, in my opinion, it is so patent 
that Professor Lowie is writing primarily as 
laudator aetatis suae. But it seemed worth- 
while to set the record straight (as I see it) 
for psychiatrists who are not likely to be fully 
familiar with the pertinent facts. 

CLYDE KLUCKHOHN. 


HARVARD UNIVERSITY. 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 

Sir: Contrary to what a reader of Profes- 
sor Kluckhohn’s letter might infer, I accept 
whole-heartedly his plea for closer coopera- 
tion between anthropology and psychiatry 
and recognize that modern psychology has 
enlarged the ethnologist’s horizon. What 
I reject is the notion that by some alchemy a 
psychoanalyst who uses poor ethnographic 
data can transmute this dross into scientific 
gold. I also reserve the right to judge 
whether a particular psychiatrist does or does 

* The detailed and careful review of the same 
volume by Dr. David Shakow of Worcester State 
Hospital (Psychological Bulletin, 42: 423-433; 
1945) comments: “The important part which 
Sapir has played in the association of the two 
disciplines is duly recognized Cp. 
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not add to my understanding of culture or of 
‘‘persons-in-culture.” If I reject such a state- 
ment as that quoted from Roheim (p. 605), 
it is because no evidence seems to be offered 
for the conclusions drawn. If Dr. Kluckhohn 
nevertheless believes that anthropologists 
“have gained a great deal” from an author 
capable of such writing, I wish he would ex- 
plain what they have gained. 

However, a full discussion of relevant 
issues would require a long article. I must 
content myself with a commentary on Dr. 
Kluckhohn’s seven points: 

1. It remains false that even “academic 
psychology has had a surprising minimum 
of influence upon anthropology.” Professor 
Kluckhohn seems constantly to exaggerate 
the importance of labels. Not what Kroeber, 
Wissler, and I (as well as Hocart and 
Rivers) wrote in the abstract about the rela- 
tions between anthropology and psychology 
counts, but what we did concretely. Well, 
Kroeber soon came to concern himself with 
psychoanalysis; Wissler in his Man and 
Culture grappled with a series of psycho- 
logical questions, explicitly admitting the in- 
sufficiency of a purely cultural approach; | 
was greatly impressed with Galton’s studies 
of color and number symbolism and with 
iechner’s aesthetic ideas, which I tried to 
apply ethnographically. We all collected 
versions of the same myth from different in- 
formants. The results may be trifling, but 
that is not the issue: we were influenced by 
academic psychology. 

2. What American anthropologists have 
used the concept of the “sentiment”? Boas? 
Wissler? Goldenweiser? Wallis? Radin? 
Where? 

3. Individual variability was introduced 
into psychology by Galton (see William 
James), whom Boas and his friend Cattell 
greatly admired. 

4. I cannot accept Kluckhohn’s stricture. 
“Tylor and Marett were anthropologists, 

Durkheim controlled ethnographic literature, 
hence they merited explicit consideration in 
an anthropological book; anthropological 
ignoramuses—no matter how voluminous— 
did not. It was enough to deal with such of 
their ideas as seemed useful if combined 
with sound ethnographic observations. 

5. Here I am glad to accept the correction 
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that Sapir did stimulate productive field 
work of psychological import. This, how- 
ever, I ascribe to the inspiring influence of 
his personality, not to that of the two brief 
papers in question. 

6. On p. 594 Kluckhohn speaks of ‘‘in- 
ner, largely unconscious needs” that make 
anthropologists as a class escape from the 
personal. Only on p. 596 f. are “deep, un- 
conscious factors” limited to Kroeber. How- 
ever, Kluckhohn seems to miss my point. | 
hold it scientific etiquette to eschew in- 
terpretations of an author’s procedure in 
terms of his conjectural emotional set, 
especially when we know the objective con- 
siderations that make anthropologists recoil 
from generalizations by many students of 
personality. 

7. On this point there is partial agree- 
ment. In some respects the modern psy- 
chology has brought an advance in tech- 
niques and in concentration on objectives 
which, if not ignored by earlier investigators, 
were generally slighted. The better ones, 
however, were not nearly so dull or so naive 
as might be inferred from Dr. Kluckhohn’s 
chapter, or even from his longer and fairer 
treatise on “The Personal Document in 
Anthropological Science” (Bulletin 53 of the 
Social Science Research Council, New 
York, 1945). 

Indeed, one grievance against Dr. Kluck- 
hohn is the hypnotic effect upon him of 
programmes and labels, his failure to do 
what a sociologist like W. I. Thomas has 
done, viz., scrutinize the unlabeled ethno- 
graphic literature for his purposes. Charac- 
teristically, he considers Paul Radin’s Crash- 
ing Thunder, but not the far more important 
data in that author’s The Winnebago Tribe. 
But then they are not advertised as ‘Per- 
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sonal’! Taking at random a few volumes, I 
should like to refer to Wm. Thalbitzer’s 
Phe Ammassalik Eskimo (Copenhagen, 
155 et seq.) with its statements by 
a shamaness; Clark Wissler’s, Leslie Spier’s 
and others’ records of visions, social customs, 


war adventures (Anthropological Papers, 
American Museum of Natural History, 
V. 7:71-87, 273-276; v.9 :233 ff.; v. 11:162 f., 
166, 108, 173 f., 191 f., 194 f., 296-299; v. 
21:74 ff., 85 f., 117, 120 140-142, 170, 255 
203, 331-334, 352-354, 301-303; Vv. 25§:325 
f., 327, 330 f., 333 f., 336-340, 391-401); 


and Ottawa 
Essays in 


Radin’s “Ojibwa Puberty 
Dreams” (in Anthropology in 
Honor of Alfred Louis Kroeber, 233-264). 

I have no desire to gloss over the short- 
comings of my contemporaries, let alone to 
luck- 
But we did not require “the 
impact of psychiatry” (p. 616) to recognize 
the inferiority of “the question and answer 
method” and, as the above incomplete list 
proves, it is not that field 
workers have at last awakened to the utility 
of personal documents. 


eulogize their accomplishments, as 
hohn suggests. 


only 


The role of a spoilsport is not at all con- 
hope that the con- 
vergence of so many able investigators— 
Linton, Mead, Du Bois, Devereux, Kluck- 
hohn himself, and others—on psychologico- 
anthropological problems will yield results 
commensurate with the effort put forth. But 
as an historian of my science I have to re- 
cord that to date major achievements along 
the new lines have been few; and I must 
specially warn against confounding magnifi- 
cent programmes with magnificent results. 
H. Lowie. 


genial to me. I sincerely 


U 
ROBER1 


UNIVERSITY OF CALI} 
BERKELEY, CAL. 


ORNIA, 


A WORD FROM PROFESSOR JANET 


Dr. William L. Russell has received from 
Dr. Pierre Janet in Paris a letter which he 
has kindly sent with permission to publish, 
believing that the friends of Dr. Janet on 
this side of the water will be gratified to 
have news of him. Dr. Russell comments: 
“His many friends and admirers in this 
country will, I am sure, be glad to learn 
that he has survived the German occupation 


of Paris, and in spite of great affliction dur- 
ing the period continues to be actively in- 
terested in the advancement of the objectives 
to which his professional life has been 
devoted.” Pierre Janet’s letter follows: 

54 RUE DE VARENNE 

LittRE 99-55—Paris VII* 

20 JUILLET 45 


194! 


CHE 
C 
une 
que 
apre 


nou 
une 
ces 
met 


Jul 


Nov. 


nes, | 
tzer's 
agen, 
its by 
pier’s 
toms, 
pers, 
story, 
62 


{OI 
berty 
ry in 
204). 
short- 
ne to 
luck- 
“the 
enize 
iswer 
e list 
field 
tility 


con- 
con- 
rs— 
luck- 
sults 

But 
oO re- 
ilong 
must 
enifi- 
sults. 
IE. 


dur- 
y in- 
tives 
been 


[T° 


1945 | 


CHER DOCTEUR RUSSELL: 

C’est une grande joie pour moi de recevoir 
une lettre de nos amis d’Amérique et de voir 
que nous ne sommes pas tout a fait oubliés 
aprés ces années de triste silence. 

Nous avons vécu tout de mcme et nous 
nous retrouvons, peut ¢tre, espérons le, pour 
une meilleure période. J'ai vieilli, 86 ans 
c'est assez sérieux, et J’ai perdu bien des 
membres de ma famille, mon frére le dr. 
Jules Janet, mon fils Michel Janet qui com- 
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mencait une belle carriére d’ingenieur et ma 
pauvre femme que vous avez connue qui a 
succombé il y a prés de deux ans a une 
tumeur abdominale. 

Je vois que vous restez seul aussi, c’est 
le sort des vieux, il faut continuer a travailler 
pour remplir la vie et il faut nous intéresser 
au travail des jeunes. 

Avec mes meilleurs souvenirs et mes senti- 
ments dévoués 

P. JANET. 


255 
1325 
| 
= 


COMMENT 


PRESIDENT’S 


Although many of us have been looking 
forward to the end of the war as a time 
when most of our problems would be solved 
and when we could relax, the immediate 
etiect has been to bring still new problems 
before us and even to increase some of the 
old problems. 

The nursing shortage is still more exag- 
gerated, due to the fact that many of our 
best nurses who have stayed on_ loyally 
throughout the war are now leaving to re 
join their families or to marry returning 
service men. 

One of the most serious problems con- 
fronting us, and one for which we do not 
have an adequate solution at present, is the 
returning psychiatrist. The more senior men 
who return to well-established positions or 
to private practice present no problem. There 
are, however, a number of other men, some 
of whom wish to make a change and others 
who wish to have further training in psy- 
chiatry. 

There are, therefore, two problems: (1) 
To aid returning psychiatrists in re-estab- 
lishing themselves or in finding new posi- 
tions; (2) The securing of further training 
for those who have had only a limited psy- 
chiatric experience. 

It has been emphasized how short we are 
of well-trained psychiatrists. There are prob- 
ably less than 5000 psychiatrists in the coun- 
try and estimates by the Committee for Men- 
tal Hygiene and others indicate that about 
20,000 are required to fill all of the needs 
at the present time. 

A great many men in the armed forces 
have had a limited experience in psychiatry 
and are anxious to continue. These men are 
asking what are the possibilities for further 
training. There are only about 500 approved 
residencies in psychiatry in the United States. 
Already over a thousand men in the armed 
forces have indicated their desire for further 
training in psychiatry. 

We are faced, therefore, with a very criti- 
cal situation. We need more psychiatrists, 
there are a large number of physicians who 
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wish to go on in psychiatry, but there are 


not adequate training facilities for them. As 
a first step we have conferred with the Na- 
tional Committee for Mental Hygiene, which 
had set up a tentative plan for furnishing 
information as to locations and training op- 
portunities to the returning service men. A 
special committee, composed of Dr. Samuel 
\V. Hamilton, Dr. Arthur H. Ruggles, and 
Dr. Howard W. Potter, was appointed to 
work on a joint committee with the National 
Committee for Mental Hygiene. The Na 


tional Committee for Mental Hvygiene ap- 


pointed Dr. Frank Fremont-Smith, Dr. 
Mrank |. ¢ Brien, and Miss Mildred Scoville 
as members of this committee. One meeting 


has been held and Dr. Frank Fremont-Smith 
was elected chairman. 

It was agreed that the first thing to do 
Was to secure an executive to work on this 
matter. It was estimated that a budget cf 
$12,900 was necessary and that the National 


Committee for Mental Hygiene had only 
about $7,000 available. Accordingly, the 
American Psychiatric Association appropri- 
ated the sum of $6,450 to provide the neces- 
sary money for carrying out this plan. It was 
agreed that the work should be done through 


the offices of the National Committee for 


Mental Hygiene, which were already set up 
to carry out such an undertaking. lurther- 
more, there was neither personnel nor space 

available for the American Psychiatric Asso- 


ciation to attempt to carry this out at its own 


headquarters. It is quite likely that by the 
time this letter appears further plans will 
have been worked out and 


chosen. 


an executive 


Meanwhile, I wish to call to the attention 
of all of our members that the proper source 
for information as to positions and places 
for training is through the National Com- 
mittee for Mental Hygiene. 

There has been considerable discussion as 
to how training might be given additional 
men when there is not an adequate number 
of residencies available. Under the G.I. Bill 
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of Rights it is possible for a number of our 
medical schools to set up graduate courses. 
The returning service men will have all tu- 
tion paid and will receive $50 a month main- 
tenance allowance if single and $75 a month 
if married. By working largely in the capa- 
city of an extern it will be possible to give 
an additional number of men good training 
in psychiatry. It is suggested that all of our 
medical schools consider carefully the num- 
ber of returning service men that can be 
cared for in this fashion and make prompt 
arrangements to make such training avail- 
able. It is suggested that the National Com- 
mittee for Mental Hygiene be notified so that 
it will have such information for those 
who write in. Under two bills before Con- 
gress at the present time, funds might be- 
come available for the training of these men. 
lhe Veterans Bureau has also indicated its 
intention of setting up several psychiatric 
training centers and expects to have at least 
one such center ready for training about Feb- 
ruary 1, 1946. It is also possible that some 
of the foundations will make fellowship funds 
available, particularly for men with con- 
siderable training in psychiatry who wish 
to qualify for special teaching or research 
positions. 

A number of the returning service men 
wish a refresher course to put them in touch 
with the latest developments and to prepare 
them for taking the examinations of the 
American Board of Psychiatry and Neurol- 
ogy. It is probable that a ‘number of medical 
schools will annouce refresher courses of 
two to three months’ duration to which the 
returning veterans will be eligible under the 
G. I. Bill of Rights. 

I am sure that the Association will be inter- 
ested in an account of personal experiences 
indicating the difficulties to be solved and the 
ways of trying to meet them. At the Langley 
Porter Clinic, where we have twelve resi- 
dencies, I have, as of October 26, received 
eighty applications for residencies. Over 
three-fourths of these are from returning 
service men. We are planning to take on 
six additional veterans as graduate students 
under the G.I. Bill of Rights. I may remark 
that we now have these residencies and 
graduate positions filled for the coming year, 
with many suitable persons being rejected 
because of our limited facilities. 


As a further measure we have set up a 
three months’ refresher course, which begins 
the first of January 1946. This course will 
be limited to fifty persons and already the 
indications are that we will have many more 
qualified persons applying than we can pos- 
sibly take care of. It may be that the course 
will be repeated but this is still unsettled at 
this time. 

I mention all this as a personal experience 
because | believe that some similar plan can 
and should be carried out at a number of 
our medical schools where good facilities for 
psychiatric training are available. Even if 
this is pushed to the limit I am afraid we are 
not going to care for all of the men who 
desire further psychiatric training. 

Still another suggested procedure is that 
some of these men may be willing to take 
one or two years of neurology at this time 
and then come into psychiatry when the 
demand for training is somewhat lessened. 
[ am therefore suggesting that whenever 
returning service men desire additional train- 
ing in some allied field they check the pos- 
sibility of securing this training at once. 

The special committee on veterans has 
been in constant touch with the Veterans 
Administration. I am pleased to state that 
Major General Paul R. Hawley, who is 
Acting Surgeon-General of the Veterans Ad- 
ministration, has been most interested ,in 
developing a psychiatric set-up in the Veter- 
ans Administration and has asked our com- 
mittee to make suggestions for improving the 
service. I think that all of us who have 
had any contact with the Veterans Bureau 
recently feel that there is a most cooperative 
spirit and a genuine desire to see that every- 
thing possible is done to develop psychiatry 
in the Veterans Administration in a satis- 
factory fashion. Dr. Daniel Blain, who has 
been in the Public Health Service through- 
out the war and who has recently had charge 
of the program for rehabilitation of seamen 
under the War Shipping Board, has been 
appointed by General Hawley to assist in 
working out the psychiatric program. I am 
sure that the Association is gratified that one 
of its members, who has had experience dur- 
ing this war and particularly who has worked 
on the problem of rehabilitation, has been 
chosen for this position. I have also had a 
personal communication from General Haw- 
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ley in which he states that the Veterans 
Bureau is planning to take over the Winter 
General Llospital at Topeka, Kansas, within 
the next three months and is working on 
plans to establish residencies and internships. 
The Menninger Clinic will work in close co 
operation with the Veterans Administration 
in seeing that a satisfactory training program 
is set up. This new policy of the Veterans 
Administration is to be highly commended 
and there is no question but that the Veter- 
ans Bureau will be able to attract better men 
to its service by having a training program 
as an integral part of its set-up. 

The next meeting of the Council has been 
set for December 18 and 19 at the Hotel 
Pennsylvania, New York. All of these im- 
portant matters will come up for discussion 
at that time and, in addition, it is hoped that 
the report of the Committee on Reorganiza- 
tion will be available. As stated before, this 
committee is empowered to make a thorough 
study of conditions and to recommend any 
changes in the organization of the American 
Psychiatric Association that it sees fit. The 
Council at its December meeting will con- 
sider these recommendations and in turn will 
decide whether or not to recommend them 
to the Association. I wish again to point out 
that only the Association itself is empowered 
to take final action and this can be done 
only at the next annual meeting. The date 
for the next annual meeting has been set for 
May and will be held at the Palmer House, 
Chicago. 

May I remind those who wish to present 
papers at the meeting that they should write 
Dr. William Malamud, Worcester State Hos- 
pital, Worcester, Massachusetts, stating the 
nature of the paper and giving sufficient in- 
formation of its contents to enable the Pro- 
gram Committee to decide on the desirability 
of including the paper on the program. Since 
the Program Committee will be meeting also 
on December 18, it is important that these 
applications go in at once. 

As psychiatrists, we have felt called upon 
to emphasize the large percentage of psy- 
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Announcement was made on September 10, 
1945, of the promotion of Col. William C. 
Menninger, Chief of the Neuropsychiatric 
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chiatric casualties and the need for doing 
something for these men 
this has 


as indicating that every 


Unfortunately, 
been nusinterpreted in some circles 
returning soldier 
needs psychiatric treatment and would have 
great difficulties in adjusting. Such 1s not 
the case, and it is unfortunate that such an 
impression has become widespread. Our 
Committee on Public Education has done a 
good deal to correct such an impression but 
nevertheless it does seem necessary to call 
this point to your attention and to ask that 
all of our members see to it that a proper 
perspective is given both the public and the 
returning service man. Most psychiatrists 
agree that the majority of the men returning 
from the service will not be harmed by their 
experience and many of them will be bene- 
fited and be better men in every way. How- 
ever, we as psychiatrists feel the need of em- 
phasizing the importance of the psychiatric 
problem and the necessity of providing every 
possible facility for the treatment of the psy- 
chiatric casualties. 

In this connection I would like to call to 
the attention of the Association War Depart- 
ment Pamphlet 21-35 entitled “What's the 


Score in a case like mine?” This little leaf- 
let has been prepared by the Office of the 
Surgeon General and it is given to men 
discharged with a psychiatric diagnosis. It 
explains to them in simple terms what a 
psychiatric diagnosis means, what their prog- 
nosis is, and what they can do to help them 
selves. Copies of this booklet are on sale at 
Printing Office so that 
civilians, physicians, clinics and other agen- 


the Government 


cies handling these cases can obtain them by 
writing for them. It is my understanding 
that a nominal sum, probably 5¢ a copy, will 
be charged. I believe that this booklet 1s 
useful to give to both patients and families of 
servicemen. To many the written word has 
a certain magical quality and they therefore 
accept what they read when they will reject 
what is told them by the doctor. 


KARL M. Bowman, M. D. 


MENNINGER 


Division of the office of the Surgeon General 
of the Army to the rank of Brigadier Gen- 
eral. The JOURNAL extends its warmest 
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felicitations to General Menninger on this 
well-deserved recognition of his services. 
Building upon the sound foundations laid 
by his predecessor, the late Colonel Roy D. 
Halloran, General Menninger has developed 
the Division and greatly enlarged its activi 
ties. The large numbers of psychiatric pa- 
tients have been ably cared for, but in addi- 
tion significant advances have been made in 
preventive psychiatry, and the Division, 
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despite resistances to psychiatry which are 
not unique to the Army, has come to be 
recognized as making an important contribu- 
tion to the welfare and efficiency of Army 
personnel. It is very pleasing to the mem- 
bership of the Association to see this recog- 
nition of the value of psychiatry, sadly be- 
lated though it be. Psychiatry at last takes 
its place in the Army as the co-equal of 
medicine and surgery. 


DR. GILLESPIE PASSES 


News of the untimely death of Dr. R.D. 
Gillespie of Guy’s Hospital and the Royal 
Air Force will bring grief to the readers of 
the JOURNAL, all of whom no doubt will 
know him through the standard English 
“Text-Book of Psychiatry” of which he and 
Dr. D. K. Henderson are co-authors, and 
which is now in its sixth edition. 

Dr. Gillespie’s recent contribution to milt- 
tary psychiatry—Psychological Effects of 
War on Citizen and Soldier”—is also widely 
known and presents a comprehensive and 
scholarly survey of the neurosis problem in 
war time. It will be recalled that this book 
was based on the Salmon Memorial Lectures 
delivered under the auspices of the New 
York Academy of Medicine. On the occasion 
of these lectures many of his North American 
friends and colleagues enjoyed personal con- 
tact with Dr. Gillespie on his speaking tour 


through the United States and Canada. In 
the words of Sir Harold Whittingham, Air 
Chief of the Medical Service of the Royal 
Air Force, who sanctioned leave for the 
purpose, the journey was undertaken “for 
the furtherance of mutual understanding and 
contacts between English-speaking peoples 
on either side of the Atlantic.” 

Dr. Gillespie had indeed proved to be a 
good ambassador and had deepened the 
spirit of friendship and knit more closely 
the ties between British, American and 
Canadian psychiatry. 

We mourn his passing and extend to Mrs. 
Gillespie most cordial sympathy. 

A memorial and biographical sketch of 
Dr. Gillespie will appear in a later issue 
of the JOURNAL. 


C. B. F. 
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NEWS AND NOTES 


INSTITUTE OF FoRENSIC MEDICINE FOR 
New Yorx.—New York University and 
Bellevue Hospital are collaborating in an ex 
tensive expansion and building program in 
connection with the reorganization of the 
present Bellevue Ilospital situated between 
26th and 3oth Streets. The entire project 
representing over $27,000,000, will cover 
four additional city blocks, extending north 
to 34th Street, between First Avenue and 
River Drive. 

Among the new buildings to be provided 
by the university at a cost of $15,000,000 will 
be an Institute of Forensic Medicine, the 
first of its kind in this country. The institute 
will give instruction in legal medicine and 
serve as a center for investigation ; it may be 
expected to play a leading part in the ex- 
ploration of medico-legal problems 
America. 


in 


THE JouRNAL “THE NErvous CHILD” 
Cuances Hanps.—This journal has been 
bought by its founder and Editor-in-Chief, 
Dr. Ernest Harms, from its previous owner, 
Grune & Stratton, Inc., medical publishers, 
of New York City. The Nervous Child will 
be produced from now on by a new publish- 
ing house, Child Care Publications, 30 West 
58th Street, New York 19, New York, which 
has been created for this purpose. The same 
publishing house will start to issue during 
1946 another periodical entitled The Journal 
of Child Psychiatry,“devoted to unsolicited 
contributions in the field of mental disease 
in children. 


DeatH OF Dr. ELizApeTH  LEIPER 
Martin.—Dr. Martin was a pioneer among 
women in medicine, being the second woman 
graduated from the University of Western 
Pennsylvania, now the University of Pitts- 
burg, in 1902. 

Her career in psychiatry began at the 
Friends Hospital in Philadelphia in 1921. 
She served also on the staff of Butler Hos- 
pital under Dr. Ruggles. Perhaps her most 
important contribution was in the field of 
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college mental hygiene, and she was largely 
instrumental in establishing mental hygiene 
in Pembroke College of 
l‘niversity and Wellesley College. 
Dr. 


services 


Brown 


Martin’s death at the age of 74 oc- 


curred September 8, 1945 at Blairstown. 
New Jersey. 

INstiruteE For HumMAN Apyusr- 
MEN UNiversity oF 


Institute for Human Adjustment was created 
several years ago to extend the facilities for 
research and training in the Graduate School 
at the University of Michigan. The units 
located at the university are the bureau of 
psychological services and the speech clinic. 
The psychological bureau offers diagnostic 
examinations for children and adults, voca- 
tional counseling, admissions tests and group 
examinations for the university, and in- 
service training students in 
clinical psychology. The training program, 
offered in conjunction with the department of 
psychology, has special curricula leading to- 
ward a psychometrician’s certificate, a two- 
year professional degree, Master of Clinical 


facilities for 


Psychology and a doctorate with specializa- 
tion in Clinical Psychology. Wilma_ T. 
Donahue, Ph.D., is the director of the 
bureau. 

The speech clinic offers training programs 
in speech correction and speech pathology in 
conjunction with the department of speech. 
Diagnostic and treatment services are avail- 
able for all types of speech disorders and 
hard of hearing cases. Ollie LL. Backus, 
Ph.D., is the acting director of the speech 
clinic. 


Clark Tibbitts is the director of the Insti- 


tute for Human Adjustment. 
New Poticy at Mount Hope REeEtrEAT. 
The venerable Mount Hope Retreat of 


Baltimore, founded in 1840 by the Sisters 
of Charity for the care of mental cases, is 
to be reorganized and renamed The Seton 
Institute. 

\ unique and unprecedented feature of the 
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reorganization will be the creation of an 
active staff on the same basis as that prevail- 
ing in general hospitals. Psychiatrists elected 
to the active staff will have the privilege of 
adinitting their private patients to the Seton 
Institute and to treat them personally with 
the same freedom as that enjoyed by physi- 
cians and surgeons associated with general 
hospitals. 

The new plans include facilities for train- 
ing psychiatric internes and for the three 
years of postgraduate service required of 
diplomates of the American Board of Psy- 
chiatry and Neurology. 

A non-sectarian medical advisory board 
has recently been elected consisting of Dr. 
Wendell Muncie, Chairman, Dr. Horace K. 
Richardson, Secretary, Dr. Lewis B. Hill, 
Dr. Arthur J. Lomas, Dr. Ralph P. Truitt 
and Dr. Esther Richards. 

A clinical director is to be appointed and 
applications from candidates for this position 
are now invited Applications may be for- 
warded to Dr. Horace K. Richardson, Secre- 
tary, 11 E. Chase St., Baltimore 2, Md. 


PsyYCHIATRIC PosITION IN NorTH CARo- 
LINA.—The North Carolina State Board of 
Public Welfare announces that there is a 
position available for a psychiatrist as Di- 
rector of its Division of Psychiatric and Psy- 
chological Services. This position carries 
with it opportunity for work in child psy- 
chiatry and public relations for the develop- 
ment of psychiatry throughout the state. The 
psychiatrist will be assisted by three psycho- 
logists skilled in clinical psychology with 
children who work partly under the support 
of the Children’s Bureau in Washington. 
The position carries with it a stipend of 
$5,000 per annum. 

For information address Commissioner 
Ellen Winston, The North Carolina State 
Board of Public Welfare, Raleigh, N. C. 


SALMON MemoriAt Lectures.—The Sal- 
mon Lectures for 1945, delivered annually 
under the auspices of the New York Acad- 
emy of Medicine, were given by Dr. Roy G. 
Hoskins on Nov. 2, 9 and 16. Dr. Hoskins, 
who is research associate in physiology at 
the Harvard Medical School, director of 
research at the Worcester State Hospital and 
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an authority on neuro-endocrine function, 
chose as the subject of his lectures: “The 
Biology of Schizophrenia.”’ 

BisLioGRAPHY ON MILiTary PsyCHI- 
ATRIC SociaL Worxk.—Of interest to all 
social workers and especially to those en- 
gaged in psychiatric social work is the 
“Bibliography of the Development and Prac- 
tice of Military Psychiatric Social Work” 
prepared by Mrs. Mina Field, the American 
Association of Psychiatric Social Work, and 
made available by Josiah Macy Jr., Founda- 
tion, New York. This listing, which includes 
58 references on military psychiatric social 
work, will be distributed through the Ameri- 
can Association of Psychiatric Social Work- 
ers, Room 916, 1790 Broadway, New York 
19. 


CouRSE ON GENERAL SEMANTICS.—The 
Institute of General Semantics, Chicago, 
offers a two weeks’ course, December 27- 
January 10. The following scholarships are 
available: 5 grants covering one-third to 
two-thirds of tuition; Grossman Memorial 
Scholarship including travel stipend re- 
stricted to the psychiatric profession; and 
special reduction in tuition for former semi- 
nar students. Registration forms may be 
obtained from the Institute of General Se- 
mantics, 1234 East 56th Street, Chicago 37. 


AN EXPERIMENT IN THE PSYCHIATRIC 
TREATMENT OF Promiscuous GirLs.—The 
Venereal Disease Division, U. S. Public 
Health Service, announces the results of a 
demonstration of the application of psycho- 
therapy and psychiatric case work as a pre- 
ventive measure in venereal disease control. 
This project was undertaken by the psychi- 
atric service of the San Francisco city clinic 
under the auspices of the United States Pub- 
lic Health Service, the California State De- 
partment of Public Health and the San 
Francisco Department of Public Health. 

In the absence of a definition of promis- 
cuity which could be used objectively, an 
arbitrary criterion was set up. The period 
of time considered was the 6 months imme- 
diately preceding registration in the service. 
Promiscuous patients included married wo- 
men who had engaged in any extramarital 
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sexual relations within that period and single 
women who had had sexual relations with 
more than one man or with one man more 
than twice within the same period. Prosti 
tutes were not included. Referral of cases 
was chiefly from the venereal clinic. 

An analysis was made of 365 female pa 
tients of whom 287 were classified as promis- 
cuous and 78 as potentially so; 80% were 
white; 20% non white; the average age was 
20. Approximately } of the patients availed 
themselves of intensive, prolonged treatment ; 
and an additional } of the patients utilized 
consultative services; while slightly more 
than 4 were not interested in the Service. 

While changes observed in patients during 
the course of treatment suggested that they 
had benefited from the services given and 
had reduced their promiscuity, only 40% 
could be followed up successfully after 6 
months. While this number was too smal! 
for conclusive deductions, it was found that 
90% were less promiscuous and 50% had 
ceased sexual relations outside of marriage 
entirely. 

It was concluded that psychiatric facilities 
can be used advantageously in connection 
with a venereal disease clinic to decrease, 
modify or eliminate promiscuity and resul- 
tant venereal disease among a suitable group 
of carefully selected female patients who 
voluntarily make use of treatment service, 
and that psychiatric treatment should be 
made available to promiscuous male patients 
who are in need of counseling. 


UNIVERSITY OF CALIFORNIA REFRESHER 
CourRsE IN Psycu1atry.—The University of 
California Medical School will give a twelve- 
weeks’ refresher course in psychiatry begin- 
ning January 7, 1946. This course is 
designed especially for returning service- 
men who plan to take the examination 
of the American Board of Psychiatry and 
Neurology. 

The course will be limited to fifty, 
preference will be given to veterans and 
residents of California. There will be a 
total of 420 hours, and this will usually be 
seven hours a day, five days a week. The 
tuition is tentatively set at $200. This will, 
of course, be paid by the Government in the 
case of returning servicemen. 


and 


AND 


NOTES 


[ Nov. 


lhe preliminary arrangement of time is 


as follows: Neuroanatomy, 24 hours; neuro- 
pathology, 24 hours ; electroencephalography, 
6 hours; x-ray diagnosis, 12 hours; psy- 
chology and psychopathology, 38 hours ; psy- 


choanalysis, 20 hours: func 


tional and organic 


psychoses, 41 hours; psychoneuroses, 20 
hours; therapy, 25 hours; psychosomatic 
problems, 28 hours; neurology, approxi- 
mately 60 hours; the remainder of the time 


to miscellaneous subjects. 
\pplications should be sent to: University 
University of 


California, 2441 
Bancroft Way, Berkeley, California. 
INSTITUTE FOR THE SCIENTIFIC TREAT- 


MENT OF DELINQUENCY.—Now that the war 
has ended this Institute would like to resume 
and extend its contact with friends and in- 
terested organizations in the United States. 

lhe Council would particularly appreciate 
receiving for its library and the use of its 
members and students any publications bear- 
ing on the general fields of delinquency and 
social services. 

Reprints, reports or other publications 
forwarded to Miss I. M. James, 
[.S.T.D., 17 Manchester St., London, W. 1, 
England. 


CONFERENCE ON NEUROPSYCHIATRY.—A 
on “Treatment in Neuropsy- 
was held at the Bushnell General 
Hospital, Brigham City, Utah, October 1-2. 
The meeting, organized by Colonel Lauren 
H. Smith, Consultant in Neuropsychiatry, 
Ninth Service Command, was to provide the 
chiefs of the neuropsychiatric services of this 


conterence 


chiatry” 


Service Command with an opportunity to 
determine the value of treatment procedures 
being followed and to share the viewpoints 
and experience of each other. Brigadier 
General William C. Menninger, Director 
Neuropsychiatric Consultants Division SGO 
was in attendance, and took part in the dis- 
cussions. Brigadier General Robert M. 
Hardaway CG, Bushnell General Hospital 
welcomed the members of the conference. 
Colonel Lauren H. Smith presided over the 
meetings. Topics of papers were: General 
Therapeutic program in an Army General 
Hospital; Convulsive Shock Therapy in an 
Army General Hospital; Subconvulsive In- 
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sulin Shock Therapy; Psychotherapy of the 
Neurologically Disabled Soldier ; Emotional 
Adjustment of Newly Blinded Soldiers ; Re- 
education of Aphasic Patients ; Treatment of 
Psychiatric Patients in an Army Regional 
Hospital; Psychiatric Aspects of Debarka- 
tion Patients; Psychiatric Aspects of Re- 
placement Depot Interviews; Redistribution 
Station as a Therapeutic Facility ; and Inter- 
views with Separatees. The following pre- 
sented papers: Col. Olin Chamberlain, Lt. 
Col. Mark Zeifert, Lt. Col. Edward Harper, 
Lt. Col. H. D. Shapiro, Major Arthur 
Kasey, Ir., Major Daniel Sullivan, Major 
Clarence Godard, Major Leopold Wexberg, 
Capt. Charles Duckman, Captain Arpad 
Paunez and Lt. Joseph Wepman. 


GRADUATE Course IN Psycuiatry, Mc- 
Girt University.—McGill University has 
announced a four year post-graduate course 
in psychiatry, leading to a diploma. The pre- 
requisites for this course are a degree from 
an approved medical school or college, a 
general interneship of one year's duration, 
and satisfactory personal qualifications. 

The course is designed to prepare men pri- 
marily for work in teaching, research, com- 
munity and consulting fields. It includes ex- 
perience in the Allan Memorial Institute of 
Psychiatry, and on the wards and in the out- 
patient departments of the Royal Victoria 
Hospital. Part of the time is spent in dealing 
with long-term cases in designated mental 
hospitals, in neurology and neuropathology 
and in community psychiatry. 


SoctaL Impact oF ScreNnce.—As an aid 
in the study of legislation on science now 
before Congress, the Subcommittee on War 
Mobilization of the Senate Military Affairs 
Committee has issued a select bibliography 
on “The Social Impact of Science.” 

The bibliography has been prepared by 
the Library of Congress. It lists more than 
500 titles of books, pamphlets, articles and 
Congressional bills and reports dealing with 
the social and economic problems arising 
from scientific progress. A special section 
covers the available literature on atomic 
power, including several volumes yet in press. 

“The atomic bomb dropped on Hiroshima 
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has effectively blasted away any remaining 
belief that the impact of science upon society 
is something which can be ignored,” Senator 
Kilgore, Chairman of the Subcommittee 
stated. “‘The bibliography reflects an increas- 
ing amount of thinking and writing on this 
subject over the past 15 years. Science has 
become a matter of primary importance to 
every citizen, in peace as in war.” 

PSYCHIATRY IN THE AMERICAN JOURNAL 
or Nursinc.—As an initial step in its exten- 
sive postwar editorial expansion program, the 
American Journal of Nursing has appointed 
to its staff a new assistant editor whose work 
will be devoted mainly to developments in 
the field of psychiatric nursing. 

Edith Patton, the new editor (B. A., Smith 
College; M. N., Western Reserve) will bring 
to her important new assignment an exper- 
ience gained at the Westchester Division of 
the New York Hospital, at Massachusetts 
General Hospital and at Norwich (Conn.) 
State Hospital, at which latter institution 
she served as assistant director of nursing 
in charge of education. Miss Patton’s name 
is familiar to the nursing profession through 
her published contributions in the field of 
psychiatric nursing. Her appointment to the 
staff of the American Journal of Nursing, 
the official voice of the American Nurses’ 
Association, will enhance the usefulness df 
that invaluable publication. 


AMERICAN Group THERAPY AsSOCIA- 
TION.—The third annual conference of the 
American Group Therapy Association will 
be held at the Commodore Hotel, New York 
City, Friday evening, January 4, 1946 at 
8.30 p.m. and Saturday, January 5, 1946, 
10 a.m.-4.30 p.m. The topic of the confer- 
ence will be “Clinical Applications of Group 
Psychotherapy.” Papers will be given on the 
effects of group psychotherapy on psychotics, 
neurotics, speech disorders, psychopathic 
personalities, delinquents, character disor- 
ders, social maladjustment and pre-school 
children. 

Three round tables will also be held on 
“Military and Post-Military Group Ther- 
apy,” “A Case Summary in Relationship 
Therapy,” and “A Case Summary in Inter- 
view Group Therapy.” 
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REHABILITATION CENTER.—This 
project known as The Peoria Plan has 
recently published a report of its first five 
months’ work. 


hve men passed through the psychiatric ser 
vice during the period reported upon. 


In close co-operation with 
social agencies, Veterans Administration, in- 
dustry and the medical profession, the centre meeting of the Ass ciation, the program of 
aims to assist in the readjustment of the which was a symposium on epilepsy, has A 
physically and mentally handicapped through been postponed until December 1946. The medi 
community participation, individual counsel- same program will hold for next year’s er 
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BOOK REVIEWS 


THe MALE Hormone. By Paul De Kruif. (New 
York: Harcourt, Brace & Co., 1945.) 

A physician reviewing Paul De Kruif is im- 
mediately placed at a disadvantage. One gets the 
impression from De Kruif’s book that physicians 
are one of the greatest forces of evil playing a 
role in the retardation of scientific progress in 
medicine. Therefore any adverse criticism would 
immediately be interpreted by the author as an ex- 
pression of the stuffy and rigid attitude of another 
one of those medical obstructionists. With this 
introduction I may then proceed to say that I 
found his book exciting reading, as De Kruif’s 
books usually are. That he sacrifices a more criti- 
cal evaluation of testosterone therapy for the sake 
of a journalistic mystery story technique cannot 
be held too much against him because of the 
interesting, if somewhat repetitious reading it 
provides. 

The author’s interest in testosterone was awak- 
ened by the anxiety of his own approaching decline. 
He traces the development of testosterone from 
its early experimental phase to the present clinical 
applications and in a general way covers the litera- 
ture quite well, stressing the importance of the 
material which tends to prove his point and play- 
ing down that which does not. The present state 
of testosterone therapy is still in the experimental 
phase, but this does not deter the author from jump- 
ing to far-reaching conclusions which even those 
who are doing the work, do not dare to make. 
He foresees the application of testosterone therapy 
in every field of human endeavor and his attitude 
can be best expressed by the following quotation: 


“We know how both the St. Louis Cardinals 
and the St. Louis Browns have won champion- 
ships, super-charged by vitamins. It would be 
interesting to watch the productive power of 
an industry or a professional group that would 
try a systematic supercharge with testosterone 
of course under a good hormone hunter’s super- 
vision.” 


One wonders what the Dodgers are waiting for. 

The effect of a book such as De Kruif's is 
usually to crowd the physician’s waiting room with 
patients requesting the new treatment. If a doctor 
points out that perhaps this treatment is not quite 
indicated in his atient’s condition, he will be 
regarded as old-fashioned. 

It is probable that after all the excitement has 
died down, testosterone therapy will eventually 
take its place as a valuable tool in the physician’s 
increasing armamentarium. Whether it will fulfil 
De Kruif’s wishful thinking remains to be seen. 
So here is to a long and fruitful life but “patience 
and fortitude.” 

Joun Froscu, M.D., 
College of Medicine, 
New York University. 


THE oF Epwarp BELLAmy. By Arthur 


E. Morgan. (New York: King’s Crown Press, 
1945.) 


Edward Bellamy is best known as a writer 
of psychological movels—which have much in com- 
mon with Hawthorne’s guilt-obsessed productions— 
and as the author of two books on social reform, 
“Looking Backward” and “Equality,” both of which 
enjoyed enormous popular acclaim in their day. 
As a reformer, his voice was one of the earliest 
raised against the aggrandizing tendencies at work 
within the American economy in the last quarter of 
the nineteenth century. In these tendencies he de- 
tected many an outward and visible sign of an 
inward and spiritual disgrace. 

In the present monograph, Arthur Morgan, 
Bellamy’s biographer, augments our information 
about the man himself by providing us with a se- 
lection of fascinating insights into the philosophy 
of life which inspired all his more serious creative 
achievements. These insights are of special in- 
terest to any of’Bellamy’s followers since they have 
been gleaned in the main from hitherto unpublished 
materials contained in private notebooks and letters. 

The essence of Bellamy’s philosophy is given in 
an essay entitled “The Religion of Solidarity,” 
which he wrote in 1874, when still a young man 
and which Dr. Morgan places at the beginning of 
the book as an introduction to everything which 
follows. In substance the essay is not exceptional ; 
its thought is clearly in direct descent from Emer- 
son and the “transcendentalism” of the Concord 
Group. The theme of the “over-soul,” of the uni- 
versal self within us which establishes the ultimate 
identity of our lives with all life about us is the 
burden of its message. In this it is not original, 
nor does it purport to be. It is quite consciously 
an attempt simply to restate the significance of an 
experience which has been in one form or another 
the common property of mystics from the days of 
the Bhayavad-Gita down to the present. But in the 
method of presentation it is a noteworthy docu- 
ment. Bellamy’s habit of thought is in no sense 
logical or deductive; it is purely intuitive and in- 
trospective; but nonetheless his analysis of the 
subjective contents of experience and his translation 
of their meanings into communicable terms is as- 
sured and self-critical enough to be objectively 
convincing. 

The same technique, devoid in this case of its 
metaphysical pretensions, is brilliantly illustrated 
in his treatment of the consciousness of sin and 
the fear of retribution which were to him the two 
grimmest corollaries of New England Calvinism. 
His concern over these matters may seem a trifle 
forced to a generation for whom the theological 
connotations of sin no longer inspire terror. Nev- 
ertheless, in the chapter on “Nemesis” Bellamy 
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gives us an account of the self-tortured conscience 
which for its depth and penetration deserves to be 
ranked with the best literature on the subject. 
It is for this reason that Dr. Morgan claims 
Bellamy should be placed “not below Freud.” This 
is perhaps what Veblen would call an “invidious 
comparison”; but at least it is fair to say that 
for his time Bellamy’s understanding of the hu- 
man personality shows remarkable insight into 
the nature of certain feeling-states and their com- 
plex interrelations and sequences. 

Arthur Morgan’s book, then, should be of con- 
siderable interest to both philosophers and psychol- 
ogists. But also, it may be recommended to all 
who are interested in the history of American let- 
ters. It should not be forgotten that Bellamy was 
first and foremost a writer and that his distinctive 
gifts in this field entitle him to consideration for 
sometime to come. 

G. Epison, Pu. D., 
Dept. of Philosophy, 
University of Toronto. 


Tue SHAPING OF PsyCHIATRY BY War. By Briga- 
dier John Rawlings Rees, 11. D. (New York: 
W. W. Norton & Company, Inc.) 


This book presents the Thomas William Salmon 
Memorial Lectures as given by the Consulting 
Psychiatrist to the British Army. 

In the first lecture entitled, ““The Frontiers Ex- 
tend,” the author outlines the purpose and scope 
of the lectures; and the role of psychiatry and 
psychology in the armed forces in time of war. 
Methods of psychiatric therapy, the disposition of 
inadequate men and the composition of the psy- 
chiatric casualty group are discussed. 

In the second lecture, “Opportunities Emerge,” 
the army selection methods are outlined for both 
officers and enlisted personnel. Morale is discussed 
with its three main factors—adequate war aim and 
purpose, a sense of one’s competency and value 
and the feeling of being needed. Facts pertaining 
to discipline in the army are evaluated, the women’s 
services are briefly mentioned and psychiatric edu- 
cation, psychological warfare and the treatment of 
“battle neurosis” are delineated. 

In the third lecture, “The Way Ahead,” an at- 
tempt is made to outline the future of psychiatry 
which has been influenced by the war, the place 
it will assume in socialized medicine in Britain 
and the hope is expressed that psychiatric concepts 
may be beneficial in producing world unity. 

The author concludes with an appendix which 
sets forth a partial list of tasks undertaken by 
psychiatrists in the armed forces of various coun- 
tries but detailed results are not given. 

Certain opinions expressed in this book are at 
least open to debate, e. g., “There seems little need 
to amplify greatly the teaching on psychosis,” and 
“, ... whilst there must without question be a 
continuance without interruption of basic research 
in the anatomical, physiological and biochemical 
fields that impinge on psychiatry, much of the 
emphasis will shift away from these in the fu- 
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ture. ....” Much of the advanced work in this 
country continues to be in these very fields. 

Che title is excellent but it seems unfortunate 
that this volume should have been presented while 
censorship for security reasons prevented the 
inclusion of restricted material that might have 
added much to the reader's interest as well as to 
the value of the total effort. 

Apptson M. Duvat, M.D., 
Saint Elizabeths Hospital, 
Washington, D. C. 


MPLOYE! Cantor. 
McGraw-Hill Industrial Organi- 


Management Series: 


COUNSELING. By Vathaniel 
(New York; 


zation and 1945.) 


le book should have wide usefulness. 
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morale in industry to the fact that the former lends 
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method, whereas morale is dependent on social 
interaction involving human actions, feelings, atti- 
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effectively only 
and their 
the conditi 


through understanding of people 
feelings. Industrial leaders have studied 


1 


ns of empl 


dissatisfaction, but have 


ignored the employees as “dynamic, living, feeling 
individuals, who make choices, and have failed to 


realize that choices give rise to problems.” In- 
dustrial leaders have failed to appreciate the real 
emotional and social needs of employees, as, for 
instance, that they want to feel that they are needed, 
that they count, and that they have a voice in what 
they are doing. 

The author gives credit to psychiatry and clinical 
psychology as the sources of knowledge necessary 
for understanding people and doing effective coun- 
seling. It seems to the reviewer that the author 
slightly neglects findings in his own field of soci- 


ology and methods developed in 


1 related social-work 
practice. 

On fi 
under t 
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rst reading, the theoretical framework, 
ie caption, “The Psychology of Adjust- 
Doubtless brevity 
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much accustomed to reading psychological material. 


seemed hardly adequate. 
has some 


Organized around patterns of dependence-indepen- 
dence and the will-guilt conflict, it seems to over- 
simplify the intricate and dynamic processes by 
which people grow up, relate themselves to others, 
make choices, undergo changes and resolve con- 
flicting wishes. Some further attention to early per- 
sonal relationships and environmental conditions 
which lead to repetitive behavior and determine a 
person’s more or less characteristic patterns of feel- 
ing, would add to the reader's understanding of 
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employees’ sentiments and problems. This would 
be particularly helpful in what the author regards 
one of the more difficult skills to learn in counsel- 
ing, namely, trying to understand the feelings which 
the employee is reluctant to express. 

Upon rereading this chapter, after having com- 
pleted the book, it is clear that there is real merit 
in focusing attention on what the author calls the 
will-guilt conflict, because the counselor is con- 
stantly dealing with the employee’s willing or pur- 
posing and with feelings of guilt about one or 
another of the possible lines of action to be chosen. 
It simplifies the counselor’s thinking during inter- 
views to ask two questions, “What does the em- 
ployee want to do?” (granting that he may want 
outcomes that are irreconcilable), and “How does 
he feel about what he wants and what he can get?” 

In a way, the title of the book is a misnomer, 
in that the author regards most so-called employee 
counseling as not being counseling at all. He pre- 
fers and constantly uses the term, “employee con- 
sultant,” to name the person who does the only kind 
of counseling which he believes is effective. The 
job of the employee consultant is to help the em- 
ployee help himself to adjust to a problem that 
interferes with his performing an efficient job. 
More specifically, his aim is to assist the employee 
in getting rid of or lessening the intensity of his 
emotional conflict, and so free him to do a better 
job. The consultant concerns himself only with 
the employee and his feelings and choices, and 
makes no attempt to juggle any of the environ- 
mental factors, such as job-assignment, transfer, 
classification, pay, etc. Neither does he, in any cir- 
cumstances, give the employee advice. As the au- 
thor puts it, “If there is going to be some kind of 
change, it will first take place in the heart and mind 
of the employee, and not through environmental 
manipulation or through the counselor’s counseling 
the employee to take action. The counselor’s job 
is to help the employee decide what the employee 
wants to do.” 

The fifty-five pages of illustrativ. “case” material 
reveal a wide range of problems dealt with, and 
without exception maintain the point of focus and 
adhere strictly to the objective cited above. The 
simplicity of the method is very clear, as consisting 
just of understanding listening, plus brief comments 
by the counselor which reflect the employee's striv- 
ings and feelings. This in turn gives the employee 
a sense of really being understood, so that he is 
free to express himself further and develop insight 
into his own problem. The employee consultant 


carefully avoids asking leading questions or making 
declarative explanations. Even though he feels 
fairly sure as to what the basic conflict may be, 
he avoids indicating this in his restatement of the 
employee’s thought and feeling until the employee 
is on the verge of getting insight into the conflict 
himself. In short, the method used by the employee 
consultant in dealing with an employee with a fairly 
profound psychological problem is very similar 
to that which many psychiatrists with psycho- 
analytic orientation would use in short-term treat- 
ment of a mildly neurotic patient. In this book, 
the mistakes, as well as the correct comments, of 
the employee consultant are recorded and analyzed. 
This gives it added value for workers who are 
learning to use the method. 

The concluding section, on organization, appears 
to be entirely sound. It calls for careful selection 
and adequate training of staff, for adequate super- 
vision on the job, for the maintenance of profes- 
sional status by the employee consultants and com- 
plete severance of this work from the many man- 
agerial housekeeping tasks which are routinely done 
by personnel departments. The importance of hav- 
ing the work understood and accepted by em- 
ployees, foremen and higher management is prop- 
erly stressed. The author expresses the opinion 
that after the war there will be less need for many 
of the routine things which personnel counselors 
have usually done. There will probably be greater 
need than ever to deal with the serious problems 
related to employees’ intra-personal feelings with 
reference to their fellow employees, supervision, and 
their jobs. He anticipates that many kinds of frus- 
trations and dissatisfactions, accumulated during 
and after the war, will find their outlet to a con- 
siderable extent in job relationships. Through this 
dificult period, the author believes the employee 
consultant can perform an invaluable service to 
industry through affording the employee a means 
of emotional release, a medium by which he can 
explore his problems in confidence with the assur- 
ance of understanding. He predicts that “companies 
will lead or lag according to their progressiveness 
in récognizing the worker as the core of their enter- 
prize, and in doing something about it now, for 
the future.” 

The reviewer knows of no other published mate- 
rial in this field which discusses the problem as 
simply or as helpfully as does this book. 


Tuomas A. C. RenniEg, M. D., 
New York Hospital, New York. 
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SMITH ELY JELLIFFE 


1866 


In the last week of September, there died 
at Huletts Landing on Lake George, where 
he had spent most of his time since retiring 
from active practice six years ago, Dr. Smith 
I“ly Jelliffe, for forty years one of the great 
influences in American neuropsychiatry. He 
was in his seventy-ninth year. Dr. Jelliffe 
had been in ill health for a number of months, 
and in March and April of this year, with 
the appearance under new leadership of the 
Journal of Nervous and Mental Disease and 
the Psychoanalytic Review, edited by him 
uninterruptedly for as long as most of us 
can remember, came foreshadowings of Sep- 
tember’s sad event. 

Dr. Jelliffe was born in New York, Octo- 
ber 27, 1866. He came of old Connecticut 
stock. His father, William Munson Jelliffe, 
left Darien, Connecticut, as a young man to 
teach in the New York public school system, 
in which his mother, too, Susan (Kitchell) 
Jelliffe, taught before her marriage. 

His early training in engineering and his 
interests in the natural sciences, especially 
botany, were strikingly remote from the 
specialties to which he later dedicated his 
life, yet they contributed perceptibly to that 
versatility and order of thought and expres- 
sion which have always marked his work. 
After graduating fron’ Brooklyn Polytechnic 
Institute, he abandoned engineering for 
medicine, receiving his degree from the 
College of Physicians and Surgeons in 1889. 
His interneship at St. Mary’s Hospital in 
Brooklyn was followed by a year in Europe, 
with courses of study in Vienna, the first of 
many such periods abroad during which he 
became intimately acquainted with many oi 
the most famous clinicians of the time, notably 
Kraepelin. In this first sojourn, however, 
there was little, if any, impulsion toward neu- 
rology and psychiatry, merely an effort to fill 
in certain gaps in clinical medicine and path- 
ology, a desire to partake of the cultural and 
linguistic opportunities afforded, and to nour- 
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for the Medical Record and other journals. 
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Then he began to work in Dr. 
Columbia, which he received in 1899, delved 
into the comparative anatomy of the nervous 
system. 
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40 years was an important force in the de- 
velopment of psychiatry in this country, with 
a rich output of neuropsychiatric literature, 
translating and 


editing, and the launching of 
the Nervous and Mental Disease Monograph 


series and the Fsychoanalyti Re 


From this period on, the reorientation of 
Dr. Jelliffe became increasingly apparent. 
His interests remained catholic, as they did 
throughout his life, but there was a definite 
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swing to neurology and psychiatry. In 1899 
he became associate editor of the Journal of 
Nervous and Mental Disease, and in 1902, 
managing editor. From 1904 to 1908 his 
writings centered about neurology ; after that 
date they manifested a growing psychiatric 
hias, though titles of a purely neurological 
nature continued to appear. And as this 
tendency was established, there began to 
emerge, in his work and in his Journal, a 
smouldering preoccupation with psychoa- 
nalysis, pointed up in 1913 by the launching 
with Dr. White of the first psychoa- 
alytic journal in English, the Psychoa- 
nalytic Review. 

Dr. Jelliffe used the psychoanalytic focus 
in a highly original manner for the explora- 
tion of unknown fields of the human mind, 
the psychological substratum of organic 
disease, and all manner of problems inherent 
in medicine. He formulated an ingenious 
system of paleopsychology, tracing the phy- 
letic development of the psyche on the vege- 
tative, sensori-motor and symbolic levels. 
lle admitted no dichotomy of mind and 
body, attaching enormous importance to the 
psychical in the determination of somatic 
disease. 

The influence of Dr. Jelliffe was not re- 
stricted to his prodigious output of writings, 
in excess of 400 at the time of his death, 
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nor to his editorial role, which was a mighty 
one indeed. He was an educator and busy 
practicing physician, consulting neurologist 
to different hospitals, an active member and 
officer of many learned societies. He was 
professor of pharmacognosy and_ technical 
microscopy at the College of Pharmacy at 
Columbia for a number of years, clinical 
professor of mental diseases at Fordham 
University, and adjunct professor of diseases 
of the mind and the nervous system at the 
Post-Graduate Hospital and Medical School 
for a long period. A bibliophile and linguist of 
note, Dr. Jelliffe acquired during his lifetime 
a rare and extensive personal library. His 
books begin with the classics and run the 
gamut of modern languages and literature, 
science, mathematics, botany, as well as the 
field of his special interests, particularly psy- 
choanalysis. This library was transferred by 
him a few years ago to the Institute of Liv- 
ing, to be kept intact for research purposes. 

The erudition, eloquence and analytic 


powers of Dr. Jelliffe made a profound im- 


pression upon all who knew him, whether 
personally or via the written word, whether 
or not they accepted the system of psychology 
which he followed and enriched. Psychiatry 
records with sorrow the loss of another of 
its valiant pioneers. 

C. C. BurtincaME, M. D. 


BEVERLEY RANDOLPH TUCKER 


1874-1945 


The death of Dr. Beverley Tucker last 
June removed one of the staunch veteran 
representatives of neurology and psychiatry 
in the south and in America and one of the 
most highly respected and best beloved 
physicians in his native Virginia. 

llis high qualities of mind and heart and 
lis professional achievements did credit to 
his distinguished ancestory, which included 
the prominent colopial families of the state— 
the Randolphs, the Carters, the Lees, the 
llis’, Tabbs and Blands. ‘He was the re- 
cipient through inheritance of the best blood 
of Virginia, and with such equipment he 
fabricated his own life by his own labor and 
hy his high ideals.”” These words wrote Dr. 


Tucker’s life-long friend Dr. James K. Hall 


in his beautiful tribute in Southern Medicine 
and Surgery. 

For thirty years Dr. Tucker had been the 
presiding genius at the private hospital in 
Richmond for nervous and mental disorders, 
now known as the Tucker Hospital ; but this 
was only one of the many interests and con- 
nections that had marked his career. 

The above-quoted words of Dr. Hall will 
be appreciated when it is recalled that Dr. 
Tucker was early dependent upon his own 
resources, was twenty-seven years old when 
he entered the Medical College of Virginia 
and had to pay his own way. Upon gradua- 
tion in 1905 he went to Philadelphia where 
his future course as a neurologist and psy- 
chiatrist was determined. Here he was as- 
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sociated with his famous kinsman, Dr. S. 
Weir Mitchell, and other well-known neu- 
rologists. The Philadelphia years were fol- 
lowed by a season in New York at the Post- 
graduate Hospital as assistant to Dr. Joseph 
Collins and in graduate work at Bellevue 
Hospital and at Wards Island. Next came 
London and Queens Square Hospital, and 
Middlesex Hospital under Purves-Stewart ; 
and finally Vienna for further work in path- 
ology and neurology. 

Dr. Tucker was the first professor of 
neurology and psychiatry at the Medical 
College of Virginia, taking over this newly 
created post in 1912. 

During World War I he was a member 
of the Medical Advisory Board in Virginia 
and for a time served as contract surgeon 
at Camp Lee. 

His work on pellagra he considered one 
of his most important studies, and he was 
the author of the pellagra section of the 
British Medical Annual for 1914. In 1916 
appeared his book “Nervous Children,” and 
in 1919 he contributed the section on cranial 
nerves and their diseases for Tice’s System 
of Medicine. 

The activities of Dr. Tucker were not 
limited to the professional field. He was 
not only an outstanding physician and 
teacher but a good citizen, with the active 
connotations of that term; the interests of 
the community and the state were his in- 
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Ile was the first physician to the 
Juvenile Court in Richmond and was one of 
the founders of the Childrens’ Memorial 
Clinic. He was chairman of the first Gov- 
ernors’ Advisory Board at the State Pen- 
itentiary, was a member of the State Board 
of Health numerous other 
consultant and advisory capacities. For two 
years he was president of the Society of 
Cincinnati in Virginia. 


terests. 


and served in 


His versatility was 
reflected in his non-professional writings, his 
volumes of verse, drama, fiction and non- 
fiction. He had served as chairman of the 
Richmond Public Library Board. 

The legacy and the memory of a rich, full 
and most useful life Dr. Tucker has left to 
his wife, the former Elsie Boyd, and to his 
two daughters and two sons—one a physician 
and both officers in the armed services. 

With the eloquent words of J. K. Hall 
this memorial can be most fittingly closed: 

“T can think of no other individual who 
symbolized more impressively the dual spirit 
of the old South, with its dignity and toler- 
ance and courage, and the spirit of the re- 
nascent South, now come again into the high 
place of olden days. Whenever Beverley 
Tucker became a member of a group one 
realized that a gentleman of colonial Virginia 
was in the midst, as well as an alert, modern- 
day scientist, eager to know the cause 
of insular and the f 
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meaning of 
schizophrenia.” 
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